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Introduction
INTRODUCTION TO THE PORTFOLIO
This portfolio contains a selection of work completed during the Doctorate of Psychology 
(PsychD) Clinical training course. The portfolio comprises three dossiers: Academic, Clinical 
and Research, and demonstrates the variety of clinical and research activity undertaken on the 
PsychD training course. The portfolio reflects the experience gained in working with diverse 
client groups across the lifespan presenting with a range of difficulties, and of drawing upon 
different psychological approaches to inform this work. Within each dossier, the work is 
presented in the order in which it was completed, and, therefore, illustrates the development 
of skills during the training experience.
Please note all identifying details have been changed or removed in order to maintain 
confidentiality and anonymity of the services, staff and clients involved.
STATEMENT OF COPYRIGHT
No aspect of this portfolio may be reproduced in any form without the written permission of 
the author, except for legitimate academic purposes. The librarian of the University of Surrey 
is empowered to reproduce the portfolio by photocopy or otherwise and lend to persons or 
institutions for academic purposes. © Joanna Phillips
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Academic Dossier
ACADEMIC DOSSIER
The academic dossier consists o f two essays, two Problem Based Learning (PBL) reflective 
accounts and two summaries o f Personal and Professional Learning Discussion Group 
(PPLDG) process accounts, all completed within the first two years o f training.
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Adult Mental Health Essay
Edition 20(5) of The Psychologist had a picture on its front cover of 
DSM IV burning. What issues might this raise for service users, 
psychiatrists, clinical psychologists and you?
Year 1 
December 2008
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Introduction
The British Psychological Society (BPS, 2007) published a special edition of The 
Psychologist, depicting a bold and emotive image of the Diagnostic and Statistical Manual of 
Mental Disorders Fourth Edition (DSM-IV) in flames. This image was presumably chosen to 
further spark the increasingly heated debate surrounding diagnosis. An awareness of the need 
to develop my thinking around the diagnosis experience for service users, and the 
professional challenges which I might encounter led me to choose this topic for discussion.
Furthermore, the invitation to reflect and explore my thoughts on diagnosis provides a 
valuable training opportunity. Reflecting on what the image symbolises for myself, words 
that initially came to mind included abandonment, change and opportunity. Currently, I 
perceive diagnosis as one option towards the first step on the journey to recovery, proving 
helpful only if the person believes it is an accurate reflection, if it comes with adequate 
support and results in steps towards help. I strongly believe that diagnosis can impact 
detrimentally on recovery if used insensitively. What then does diagnosis mean for others?
I found myself overwhelmed by the extent to which the DSM is interwoven into systems, 
with the potential impact of abandoning diagnosis being immense. Critiques of the DSM are 
vast, exemplified by the future manual due for release in 2012. Whilst acknowledging the 
evolution of the DSM, its critique, and the validity of diagnoses such as schizophrenia 
underpin the controversy of diagnosis, a detailed discussion of these was deemed beyond the 
scope of this essay.
Regarding my search strategy, articles within The Psychologist (BPS, 2007) formed a starting 
point, signalling further resources. Service user experience of being given a diagnosis has 
been acknowledged as a neglected issue (May, 2007). In light of this, I searched for and 
selected qualitative research directly exploring service user experience. From the mental 
health professional perspective, due to the disparity of opinions in this predominantly 
discursive literature base, I found it necessary to talk with psychiatrists and clinical 
psychologists to guide the discussion, drawing on specific examples from practice.
In considering what it might mean to move beyond diagnosis, I aim to explore service user 
experience concentrating on two themes emerging from the literature. These include 
discrimination, and conversely whether diagnosis may play a useful role by providing a sense 
of focus. I also plan to reflect upon and consider my personal perspective of diagnosis. The 
discussion then presents the argument for providing more helpful ways of making sense of 
people’s problems, looking at formulation as one alternative. I plan to touch upon the
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challenges adopting this approach may raise for clinical psychology and psychiatry, 
particularly in relation to team working. Finally, I plan to consider and draw out central 
implications for practice.
Service User Perspectives: The Impact of Diagnosis
The DSM is the most widely used diagnostic system in the United States classifying over 300 
mental disorders. Such psychiatric understandings dominate our thinking of mental illness 
(Campbell, 2007). A diagnosis assumes that someone’s behaviour can be interpreted in the 
same way as when similar behaviours are observed in others, and that these experiences 
qualitatively differ from ordinary human experience (Zalaquett et al, 2008). Psychiatry, 
therefore, “patrols the boundaries between reason and unreason, between sanity and madness” 
(Thomas & Bracken, 2004, p.366). The DSM has received much criticism in terms of 
reliability, comorbidity, ethnocentric bias, failure to provide etiological explanations and 
constructing mental illness. However, what is the impact on those it labels? Valuing service 
users as experts by experience is at the core of understanding the impact of diagnosis.
Diagnosis and discrimination
Moving beyond diagnosis may signal an important step in the journey of tackling stigma. 
Stigma and discrimination have been described as the greatest barriers to social inclusion of 
those with mental health problems making it difficult for people to work, access services, 
participate in communities and enjoy family life (Social Exclusion Unit, 2004). The Social 
Exclusion Unit (SEU) define stigma arising from “negative stereotypes associated with the 
symptoms or diagnosis o f mental health problems . In turn, this can contribute to 
discrimination, where people are “treated unfairly or denied opportunities” (SEU, 2004,
p.24).
To understand the theoretical roots of stigma, Pescosolido et al. (2008) propose the 
Framework Integrating Normative Influences on Stigma, where stigma is defined in social 
interaction and is embedded by what organizations, larger cultures and the media have 
determined as what is expected. Link et al. (1997) discuss a conceptual framework to 
understand how such expectations can have a harmful impact. Through socialisation, people 
develop beliefs about what it means to have a mental illness, termed as culturally induced 
expectations o f rejection”. Should that person subsequently be labeled, expectations of 
rejection are activated, and may be reinforced by actual experiences of rejection. Efforts to
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minimise rejection may include secrecy or avoidance, demonstrated by one service user who 
reported keeping their mental illness a secret when in the “normal outside world’’ (Knight et 
ah, 2003, p.218).
Service users report a perceived increase in discrimination (Read & Barker, 1996). Indeed, 
the proportion of the public who report “being prone to violence” and “having a split 
personality” as ways of describing someone who is mentally ill has increased over the last 
five years (Department of Health, 2008). In their survey, Read and Barker (1996) found that 
discrimination impacted on every life domain including employment, housing, parenting, 
relationships and finances. Of the 778 service users who responded, almost half had been 
verbally abused or harassed in public, with 14% reporting physical abuse. Employment 
proved to be the largest problem area where a third of people reported they had been 
dismissed or forced to resign, and 38% reported being harassed at work. Service users 
reported having to conceal their diagnosis for fear of losing their job.
Discrimination has also been found to occur within services. Horn et al. (2007) when 
exploring service user perspectives on the borderline personality disorder (BED) diagnosis 
report the theme “diagnosis as rejection”, with one service user telling how support was 
withdrawn from services once a BED diagnosis had been made. Judgments comprising 
stereotypical attitudes and discrimination have also been reported by service users to occur 
from within the medical profession regarding a diagnosis of schizophrenia (Knight et al., 
2003). Shockingly, Read and Barker (1996) found that 50% of service users reported unfair 
treatment by general health care services, with one lady reporting that no GF would take her 
on after having “hypomanie” written in red across her notes.
Discrimination poses a significant barrier to social inclusion and recovery. One young mother 
reports “I  have suffered more because o f ignorance o f certain people than I  have throughout 
my actual mental health problems” (Read & Baker, 1996, p.7). A strong association between 
stigma and the continuance of mental health problems has been shown (Link et al, 1997). In 
this longitudinal study, men with dual diagnoses of mental illness and substance abuse were 
assessed at entry into treatment and then again one year later. At follow up, it was found that 
stigma uniquely explained over 10% of the variance in depressive symptoms. Therefore, 
despite treatment improving symptoms, stigma was found to have an enduring effect on 
wellbeing.
Abandoning diagnostic labels may suggest a potential to destigmatise. Non specific 
descriptions as “consumer of mental health services” to describe someone with a diagnosis of 
schizophrenia has been found to be associated with less negative reactions relative to more
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stigma inducing diagnostic labels (Penn & Drummond, 2001). Removing diagnosis per se is 
not by itself likely to be the answer. However, the DSM has been argued to perpetuate 
discrimination by placing the origin of the problem within the person, failing to address 
sources of stress within society (Zalaquett et al, 2008). Reframing how mental health 
problems are understood may, therefore, go some way in tackling discrimination. One key 
recommendation from user led research by the Mental Health Foundation (2000) 
demonstrates the need to promote positive images of people living with mental health 
problems. Involving service users in planning and delivering such messages is vital (Sayce, 
1998). A powerful vicious cycle exists, whereby fear and stigma force many to conceal their 
difficulties, thereby limiting the opportunities for misconceptions to be addressed, illustrated 
below by one service user:
“I ’d love to stand up and tell my story because there is a lot to tell and it has a happy
ending, but I  believe mental illness still has such a lot o f stigma attached to it that I
would have nothing to gain by it and an awful lot to lose” (Read & Barker, 1996,
p22).
Can diagnosis be helpful?
Diagnosis has also been recognised to have a useful function, in terms of facilitating access to 
entitlements and protection under the disability discrimination act (Campbell, 2007). 
Furthermore, some service users report diagnosis to have positive consequences in providing 
a sense of focus. Abandoning diagnosis may raise challenges for service users in terms of 
these potentially useful elements of diagnosis. Within a bipolar disorder psycho educational 
group I currently work with, one member tells of how a diagnosis has turned their life around 
describing themselves as “lost” prior to diagnosis. They are now finally able to get answers 
from the diagnosis signposting them towards relevant reading, treatment and support such as 
the group in question. In line with this, Horn et a l  (2007) reports how having a diagnosis of 
BED for some provided a sense of focus and control, with one service user describing how 
she had previously “floated” and now has a “path” to follow. Diagnosis may be able to 
provide a sense of clarity, as one service user describes having “something that I  could grasp, 
and, you know, I  could find  out about it and try to resolve it” (Horn et al, 2007, p. 260). Type 
bipolar disorder into Google and you currently get 4,720,000 hits (23 November 2008). That 
is not to say all this information is necessarily accurate, however, I was able to find links to 
support groups, publications and Mind to name but a few. If labels were non-existent or non­
specific this may create challenges for how people access relevant information.
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Diagnosis may also prove helpful to the family, as reported by one service user who told of 
how finding out about her diagnosis enabled her to tell her family how she was feeling (Horn 
et al, 2007). Hope and the possibility of change also emerged from Horn et a l ’s (2007) 
study, with one service user describing diagnosis as providing “the light at the end o f the 
tunnel” in relation to the treatment she was offered. Conversely another service user described 
how diagnosis for him had been “the killing o f hope”. Diagnosis, therefore, may only be 
considered useful when it leads onto further steps and when it is understood as an accurate 
reflection. Difficulties may arise when individuals do not ‘fit’ into a certain diagnostic 
category, one service user reports how her BED diagnosis did not match the understanding 
she held of her difficulties commenting that it “wasn ’t my personality I  was worried about ” 
(Horn et al, 2007, p.261). All the service users within this particular study had initially 
received very little explanation regarding their diagnosis. Lack of clarity from professionals is 
likely to have an important influence on subsequent usefulness.
It is recognised that the qualitative studies drawn upon to convey the service user perspective 
in this essay comprise small samples, and reflect those who select to express their views in 
this way, meaning generalisability should not be assumed. The suggestion exists that 
simultaneously positive and negative consequences of diagnosis lends itself to no clear 
answer to what it would mean to abandon diagnosis for service users. Although diagnosis 
does provide a sense of focus for some, others report it as too simplistic, providing no 
meaning or understanding of their difficulties (Horn et a l, 2007). Therefore, the extent to 
which people find having their problems fitted into a pre-defined category is limited, and may 
even prove harmful.
Jamison (2006) encourages us to be open and honest within our own clinical communities, as 
one way of addressing fear and stigma. The emphasis on service user experience and eminent 
mental health professionals telling their stories has inspired me to reflect upon my past 
experiences of seeking help for anxiety related problems. In line with the findings which 
emerge from the qualitative studies discussed previously, realising my problems were 
recognised and had a name enabled me to seek out information, receive appropriate help and 
to feel reassured that I was not alone. I believe it also empowered the network around me to 
better understand, and provide relevant help and support. Therefore, having my difficulties 
recognised was a fundamental starting point in the journey to understanding them. However, 
moving beyond this point it was help to look at a more psychological formulation of my 
particular experience that enabled me to further make sense of the difficulties and direct me 
towards tailored intervention. Upon reflection, I would consider diagnosis as helpful only if 
used as a first and not the final step along the road to recovery. The next section of the
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discussion aims to explore the benefits for moving beyond diagnosis with an emphasis on 
coming to an understanding of the person’s presenting problem through the process of 
formulation.
Moving Beyond Diagnosis: Challenges for Mental Health 
Professionals
“There seemed to be no reason for the label.... There’s no meaning in the label” (Service
user, Horn et al., 2007, p.260).
Diagnosis removes meaning. Were psychiatric terminology removed, we would be forced to 
try and understand someone’s troubles from their lived experience and not a medical 
framework (Watkins, 2007). Enabling meaning to be made of a person’s experiences can 
reduce distress and increase psychological and social functioning (May, 2007). Watson and 
Clark (2006) describe diagnosis as being at a “crossroads” with the path to be taken currently 
unclear, and discuss reorganisation of diagnostic classes and use of dimensional schemes as 
possible alternatives. Thinking beyond taxonomic systems, a formulation approach provides a 
framework within which to understand people’s problems and is regarded an essential 
element of clinical practice and a core skill of a clinical psychologist (Division of Clinical 
Psychology, 2001). In light of the relevance to clinical psychology, I have chosen to discuss 
some important issues that working with formulation as opposed to diagnosis may raise, for 
both clinical psychologists and psychiatrists. I will refer to each profession separately and 
together under the umbrella term of ‘mental health professionals’. As the professions are 
increasingly working together within multidisciplinary teams (MDTs), I will centre on 
challenges faced within a MDT model of service delivery.
Formulation as an alternative
Johnstone and Dallos (2006) helpfully pull together themes across a range of different 
definitions of formulation, explaining that it aims to provide a hypothesis about someone’s 
difficulties drawing on psychological knowledge and gives rise to an intervention plan. This 
is tailor made, working collaboratively with the client. Service users report collaboration and 
being accepted and treated like a person not a diagnosis as the most useful aspects of their 
experience (Horn et al, 2007). This person centred approach forms the basis of formulation, 
compatible with a recovery model of care (Kinderman et al, 2008). Formulation restores
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meaning, is non-stigmatising and is an iterative process open to revision, in contrast to a sense 
of permanence diagnosis conveys.
Pilgrim (2000) states an irresistible case for abandoning diagnosis in favour of formulation. 
Alternatively, others suggest formulation approaches to supplement diagnosis. Zalaquett et 
ah (2008) propose such a reframing of DSM-IV from a multicultural perspective, proposing a 
shift from diagnosis to case formulation to address ethnocentric biases reflected in DSM-IV. 
Although the DSM-IV claims to have addressed cultural issues through the addition of 
appendices, these have been deemed inadequate. Diagnosis takes the person’s experience out 
of its social and historical context (May, 2007), and such universal interpretation of 
behaviours among people from diverse cultural groups often leads to inaccurate diagnosis. 
This is insufficient, given the ways that cultural factors are intimately related to how someone 
might understand and experience distress. Zalaquett et al. (2008) describe how depression in 
people from marginalised groups may be linked to racism or sexism that might characterise 
their lives. Furthermore, unusual beliefs interpreted as symptoms of a mental illness might, if 
considered in context, be in line with the person’s cultural or religious beliefs. It may not be 
such beliefs per se that are the problem, the distress may come from negotiating the beliefs 
within our social world (May 2007). Formulation, however, is able to account for the person’s 
experience within context, thereby recognising the unique ways in which people from 
different cultures construct the meaning of mental disorders (Zalaquett et al, 2008). This 
facilitates the tailoring of an appropriate and individualised response.
Working psychologically in teams
The debate is ongoing as to whether formulation should be considered complementary to or 
as a replacement for diagnosis. Within MDTs, formulation is often viewed as an ‘add on’ to 
diagnosis, not necessarily regarded as valid in its own right. For clinical psychologists, the 
image of the DSM-IV burning may symbolise a turning point in how mental illness is 
conceptualised, providing an opportunity for formulation to be widely recognised. A 
significant challenge that clinical psychologists may face when promoting formulation in a 
team dominated by psychiatric diagnostic ways of thinking is resistance. Boyle (2006, p .191) 
recognises the “extraordinary psychological and social power o f medical models” and the 
“great difficulty o f persuading people to listen to, understand and accept alternatives ”.
In practice I became aware of the challenges resistance can present when supporting a nurse 
to introduce the bio-psychosocial model into a cancer MDT. Drawing lessons from this 
experience, I learned the value of exploring and managing resistance to facilitate successful 
implementation though the use of action research in exploring team dynamics and
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perspectives. It was found central to implementation if the changes to working practices came 
from the team themselves as opposed to changes imposed upon them, thereby creating a sense 
of ownership. In light of the New Ways of Working (BPS, 2007) clinical psychologists are 
increasingly required to work within teams and take on leadership roles. Subsequently, 
training, support and the use of research to inform team design and functioning are essential 
for clinical psychologists to effectively implement formulation as an alternative. Following a 
more widely accepted use of formulation, psychologists should then be prepared to offer 
consultation, supervision and training of other professionals (Kinderman et ah, 2008). This is 
a significant challenge, as to remove diagnosis may remove a systematic way of working for 
professionals whom are accustomed to working in this way (Kirk & Kutchins, 1992).
In contrast to clinical psychology, diagnosis can be described as integral to the practice of 
psychiatry with the DSM often termed the ‘psychiatric bible’. The image of the DSM-IV 
burning may raise very different issues for the legitimacy of psychiatry. However, it is 
important not to generalise what abandoning diagnosis and working with more formulation 
based approaches would mean to psychiatry. A paradigm shift is currently taking place, with 
the critical psychiatry movement seeking to question assumptions upon which psychiatry is 
based, demonstrating the need for psychiatrists to pay attention to how service users 
understand their experiences and to develop more flexible ways of engaging with distress 
(Thomas & Bracken, 2004). Observing psychiatrists within my placement has been a positive 
experience, challenging my expectations regarding how psychiatry is typically perceived.
Great variation exists in the extent as to how orientated individual psychiatrists are around the 
DSM, with practice of sharing a diagnosis with service users varying widely. Ucok et al. 
(2004) found that the rate of informing service users of a schizophrenia diagnosis was 
significantly lower than a diagnosis of depression. Psychiatrists’ reasons for avoiding 
informing service users was that they would not understand what the diagnosis meant and 
believed that diagnosis would not be useful. Who then is diagnosis useful for?
Diagnosis as a communication, research and planning tool
“What’s the use o f their having names, ” the Gnat said, “if  they won’t answer to them? ” “No 
use to them, ” said Alice, “but i t’s useful to the people that name them, I  suppose” (Lewis
Carroll, as cited in Kirk & Kutchins, 1992)
Diagnostic labels provide a sense of negotiated meaning. One argument cited for the 
continued use of diagnosis is that is often provides a useful short hand to communicate in 
multidisciplinary work (Cromby et al, 2007). I have observed in teams how referring to a
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client as having ‘bipolar’ has facilitated discussion around a generic understanding of the 
difficulties and potential next steps. Therefore, if one function of labels is to convey 
information, then general labels such as consumer of mental health services fail in this 
purpose (Penn & Drummond, 2001). However, is this assumption that a person can be 
understood in terms of a label contributing to stigma? It may be that diagnostic terminology 
must be discarded before real progress is possible (Watkins, 2007).
Beyond communicating in teams, wider systems in society are heavily organised around 
psychiatric labels, targeted at mental illness rather than mental health (Kinderman et al,
2008). Psychiatrists are often required to name a diagnosis to refer a client to a particular 
service or to facilitate access to entitlements. Diagnosis data is also used in service allocation 
planning. Within my placement trust, electronic patient records require that a diagnostic code 
is entered. In meeting trust data quality requirements, this information is essential and audited 
in terms of the percentage of diagnosis achieved. One psychiatrist informed me of feeling 
very uncomfortable about needing to assign a diagnosis, however, the diagnosis data provided 
is directly related to future funding of their service.
Psychiatrists I have spoken with express concern regarding the implications of abandoning 
diagnosis on research. However, diagnosis has been argued to distort and bias research, 
neglecting important areas (Boyle, 2007). The DSM has been extremely influential in which 
‘disorders’ receive attention, and researchers seeking funding often use DSM-IV to justify 
their rationale and to select their sample. Furthermore, DSM provides significant revenue for 
future research, with each edition destined to sell more than a million copies (Kutchins & 
Kirk, 1997). Research concerning effectiveness of interventions is, therefore, often based on 
diagnostic information, findings from which inform evidence based practice guidelines. 
Guidelines such as those published by The National Institute of Clinical Excellence are then 
used to inform clinical practice for specific conditions, demonstrating how engrained DSM is 
in practice. Ironically, despite diagnosis informing our evidence based practice in this way, 
diagnostic categories themselves have been criticised as being atheroetical and scientifically 
dubious.
Were diagnosis to be abandoned, systems would subsequently need to be redesigned. 
Kinderman et a l (2008) propose that in adopting psychological models to improve the way 
that mental health problems are understood, implications would include service planning 
based on need rather than diagnostic categories, genuine service user involvement being 
facilitated, and teams concentrating on underlying psychological principles with 
improvements to access of formulation based psychological therapies. The authors describe
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such an approach as evolutionary rather than revolutionary, whilst acknowledging that to 
many this poses a radical challenge.
Implications for practice
In exploring the challenges of diagnosis, I have become aware of the implications that exist 
for my practice as a first year trainee. Currently, I perceive the reality is that I will be required 
to work alongside diagnosis in an MDT. Therefore, informed by the discussion I have drawn 
attention to central implications for my practice, which may also be of use to others when 
working psychologically in a medically dominated system.
Listen to the service user: Salient themes include being mindful and accepting towards the 
person’s experience, valuing the expertise they bring and moving away from fitting someone 
into a category. In practice it is important to consider the impact of diagnosis and to be 
sensitive to issues of diversity respecting cultural and spiritual beliefs different from our own. 
I have found Knight’s (2005) advice of putting aside our own realities and belief systems to 
enter the other person’s particularly enlightening.
Consider individual needs and preferences: Horn et a l (2007, p.265) suggest we could ask 
the question “some people find this label useful, some do not, what fits for you?” Where a 
service user has been given or requests a diagnosis, it is vital to ensure that information, 
support and the opportunity to ask questions is available.
Recognise and negotiate discrimination: It is important to explore experiences of 
discrimination. Supporting service users in negotiating discrimination, for example in the 
workplace is essential to recovery. Supporting service users to challenge discrimination can 
play an important role in facilitating change within our society.
Be aware o f own biases: As a professional I will need to explore my attitudes and prejudices 
as encouraged by Sartorius (2002). I hope to remain curious about what I bring to my 
practice, reflecting upon how my perspectives are influenced by my own experiences and 
culture of origin, and appreciating how the meaning of a diagnosis is not understood by all in 
the same way (Kirmayer & Young, 1999).
Inform and engage: Becoming an advocate of more helpful ways of understanding people’s 
problems may require working within teams to change practices. I may indeed encounter 
resistance to change. The windows of opportunity to promote the value of formulation are 
already opening; I soon have an opportunity to share a case formulation with my placement 
team. During my training, I intend to embrace opportunities of learning from service users,
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and will need to draw upon my supervision and support networks enabling me to engage 
others in alternatives to diagnosis.
Conclusions
For the service user, the issues that diagnosis raises and what abandoning the current 
diagnostic system might mean are complex. Underpinning this complexity is that accepting a 
diagnostic label can have simultaneously positive and negative consequences. A diagnosis 
may be experienced as a source of discrimination, for others it may signal hope or even both. 
Evidence from user led research discusses the need to recognise that everyone in distress has 
different needs and preferences (Mental Health Foundation, 2000). As mental health 
professionals, we need to listen to service users and tailor approaches on more of an 
individualised basis.
Even when diagnosis leads to symptom reduction through treatment, discrimination within 
society continues creating barriers to recovery. A narrow focus on treating symptoms does not 
address such maintaining factors (Link et ah, 1997). Discrimination is now a government 
priority and it is the responsibility of mental health professionals to address discrimination 
that exists for clients and to be advocates for change.
Beyond diagnosis, formulation provides a more helpful way of accounting for a person’s 
experience. However, it is acknowledged that formulation is not the only or perfect answer, 
also subject to limitations. Adopting alternatives raises professional challenges, including 
multidisciplinary communication and resistance from those loyal to the medical model. 
Diagnosis is currently embedded within our structures, with research and service planning 
heavily orientated around diagnosis. To facilitate change, there exists the need for a redesign 
with the inclusion of service users in reconfiguration planning. Beyond editorials and 
commentaries, it appears there is a paucity of research evidence examining the perspectives of 
services and different professions regarding what it would mean to abandon diagnosis, and in 
depth exploration of the professional challenges. These may prove exciting and much needed 
avenues for research attention.
To conclude, diagnosis appears so engrained within our systems that implementing 
alternatives requires a carefully managed approach. Many professionals regardless of their 
position on diagnosis cannot work as diagnosis free as they might like. In light of this, it is 
vital to consider the impact of diagnosis and actively pave the way towards society and 
services holding a more helpful understanding, tackling discrimination and promoting
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recovery. Central to implementing meaningful change is valuing the voices of those who have 
lived the diagnosis experience.
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Introduction
Within the modem National Health Service (NHS), roles of clinical psychologists are 
shifting. This comes in response to the current climate of resource pressures, an increasing 
need for psychological therapies and the recognition that applied psychologists have valuable 
roles to play in teams, leadership and the delivery of services (BPS, 2007a). A prominent 
discourse is emerging, focusing upon the potential of psychologists as future leaders.
As a trainee due to qualify during this pivotal time for the profession, I selected the topic of 
leadership as an opportunity to consider and reflect upon the challenges and implications. 
Amidst my literature searching, I quickly discovered that leadership theories are vast and 
complex. Despite the extensive literature surrounding leadership, I found a paucity of 
evidence specifically relating to leadership in psychology. Instead, the focus appears to lie on 
the role of consulting psychology in leadership coaching vs. psychologists as leaders. To 
inform my thinking, I found it essential to discuss the leadership challenge with qualified 
psychologists, and to draw upon recent guidance from The New Ways of Working for 
Applied Psychologists (NWWAP) (BPS, 2007a, 2007b).
Within the following discussion, I aim to consider the context paving the way for leadership 
roles, the historical shift within leadership approaches, and to explore ways in which the 
competences and values demonstrated within clinical psychology training and practice map 
onto leadership skills. My intention is to consider what clinical psychologists have to offer 
leadership roles, whilst recognising the challenges and concerns. I plan to draw upon lessons 
from the educational, business and nursing domains where significant progress is being made 
in leadership development and assessment, with the hope of identifying implications to 
inform the future evidence base for clinical psychology. I aim to reflect upon my experience 
of opportunities for leadership development within training, and of observing leadership in 
action.
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Clinical Psychologist Leaders
Beginning the journey
The NWWAP group was set up to provide 
information and guidance regarding applied 
psychologists’ roles in response to the changing 
demands of the profession (BPS, 2007a). This arose 
within the context of a number of factors including; 
demand from service-users for psychological services, 
growing evidence for psychological intervention 
effectiveness, and increased recognition and 
investment by the Government to improve access to 
psychological therapies.
The resulting messages were clear and bold. Applied 
psychologists represent an extensively trained and scarce resource. Therefore, in order to 
meet the demands, it is essential that applied psychologists utilise their skills through the 
supervision and training of a larger workforce to deliver psychological therapies. They should 
also seek to develop their roles in teams through consultation, supervision and leadership, 
with a major role to play in leading and developing psychological services. The guiding 
principle stated that: “Psychologists at all levels should develop the qualities and 
competencies that enable them to take up leadership positions” (BPS, 2007a, p.7).
The shift towards applied psychologists1 in leadership is exciting; reflecting recognition of the 
value psychology has to offer our modem day health system. It is also inherent with 
challenges, uncertainty and concerns. I find myself wondering, are clinical psychologists 
trained to be leaders? The demand is real, with positions increasingly requesting leadership 
skills (see box 1). In order to explore whether clinical psychologists make ‘good’ leaders, I 
feel it is important to first discuss the underpinnings of leadership.
1 For the purpose of this assignment I will be directing my focus towards the clinical psychology 
profession
, "  \
Box 1:
“Strong leadership qualities 
(required).... in order to lead a 
team in taking service and team 
developments forward”
NHS Job Website (19.12.09).
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Understanding leadership
How leadership is defined and understood has vital implications for how organisations 
function, and how leaders are selected (Grint, 2005). Characteristics, intelligence, traits, 
hierarchical positioning, power, competencies, and situational variables are aspects discussed 
within various leadership definitions. I was struck by the disparity of what constitutes 
leadership, and overwhelmed by the volume of publications written on how to lead. As 
observed by Grint (2005, p. 14), “despite over half a century o f research into leadership, we 
appear to be no nearer a consensus as to its basic meaning”.
A distinction has arisen between the terms leadership and management. Although often 
viewed as complementary, each is understood to have its own function (Kotter, 2001). 
Leadership can be understood as establishing direction and sharing a vision, focussing on 
motivation and change. Management may be described as concerned with quality, control and 
planning (Millward & Bryan, 2005). A further distinction can be considered between clinical 
leadership (effective front-line delivery of care), and more formal leadership roles, with both 
requiring the leader to be inspiring and enabling.
Historically, a shift in emphasis can be observed within leadership approaches (Van Wart, 
2003). Initially leadership theories placed emphasis on ‘the great man’ model, with leaders 
characterised by talented and powerful individuals. Over time, this moved towards trait 
theories, with emphasis upon individual traits brought to leadership. Contingency theories 
then took precedence, shifting towards situational variables and leader behaviours. In the late 
1970’s, emphasis turned towards transformational leadership theories, characterised by 
leaders who “empower, teach, commit, inspire, generate change and represent the group. 
They are change agents who believe in people and can deal with complexity and uncertainty ” 
(Bums, 1978, as cited in DeSimone, 1996, p.l 11). The transformational approach remains 
prominent today, underpinning leadership development interventions such as those provided 
by the Royal College of Nursing (RCN).
The modern leader
Traditional hierarchical models are now incompatible with our current healthcare 
marketplace. The modem leader needs to be responsive to change, flexible, innovative and 
able to demonstrate contextual leadership, that is, the ability to assess the situation and select 
the appropriate style (NHS, 2006). Leaders who empower, work collaboratively and 
compassionately within complex systems and share leadership are highly desired. Fuqua and
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Newman (2007) highlight how our traditional language of ‘leader’ and ‘follower’2 no longer 
fit with modem leadership thinking, preferring instead the concept of the Teaderful 
organisation’.
The NHS Leadership Qualities Framework (NHS LQF, 2006) presents a bespoke model, 
developed to embody the qualities expected in successful NHS leaders and for use in 
leadership assessment, development and selection. Following a review of existing leadership 
models, the model was developed from interviews with NHS members, leaders and service- 
user representatives. A diversity reference group was consulted to ensure consideration of 
gender and ethnic representation throughout the project stages. The resulting framework 
encompasses a transformational approach, comprising fifteen qualities arranged into three 
clusters; personal qualities, setting direction and delivering the service (Appendix 1). 
Demonstration of these qualities is associated with highly effective NHS leaders.
Exploring the evidence: Enablers and challenges to leadership
The doctoral training in clinical psychology fosters core competences in psychological 
assessment, formulation, intervention and evaluation. Further core competencies include 
research, personal and professional skills, communication and teaching, and service delivery 
(BPS, 2006). Although it has been reported that many psychologists are already 
demonstrating leadership, the uptake of these roles is lower than the potential capacity (BPS, 
2007b).
There currently exists a paucity of empirical evidence evaluating clinical psychologists as 
leaders, presumably due to the infancy of the agenda. To approach the challenge of exploring 
the evidence, I created a diagrammatic representation (Appendix 2) of ten enablers that 
clinical psychologists possess as a result of their training and practice, which create building 
blocks for leadership. These enablers are informed by the underpinnings of effective 
leadership within the broader literature, particularly drawing upon emotional intelligence 
(Goleman, 1998), transformational components and qualities stipulated by the NHS LQF 
(2006). What follows is a discussion of these enablers under broad theme headings, 
considered in line with the literature.
2 My intention is to use the term ‘colleague’
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Assessing and formulating
Leaders require skills to gather, use and provide information (Pullen, 2003). Within the NHS 
LQF (2006), effective leaders are expected to demonstrate high levels of information seeking 
described as ‘broad scanning’. Clinical psychologists are skilled in the use of informational 
processes, evidenced through the development of the core competences of assessment, 
formulation, intervention, evaluation and research. For example, assessment requires the 
psychologist to establish effective working alliances with service-users and multiple agencies 
to enable information gathering, often working with individuals from a diverse range of 
cultural and ethnic backgrounds and navigating complex family and organisational dynamics 
and systems.
Leaders must “be able to make individualised assessments o f followers ' needs, competences, 
goals ” (Fuqua & Newman, 2004, p. 148) and specialised expertise in assessment skills and 
outcome measurement are highlighted by Winum (2003) as two major contributions 
psychologists have to make towards leadership. Psychologists are trained to select and use 
appropriate assessment methods for example systemic interviewing, observations and 
standardised tools. Within leadership roles, these skills can be utilised to provide assessments 
of colleagues’ needs, teams and situations with the psychologist drawing upon their 
knowledge of a variety of valid and reliable assessment tools.
Psychological formulation skills are central to the work of a clinical psychologist. This 
involves the ability to synthesise information gleaned from assessment with psychological 
theory providing a conceptualisation of a presenting problem. In practice, ensuring a shared 
understanding of the difficulty is achieved by working collaboratively with service-users and 
those involved in their care. As a leader, the clinical psychologist is therefore able to draw 
upon these skills, working collaboratively with relevant parties to provide a shared ‘sense’ of 
a difficulty (for example a systemic issue within a service) which is theoretically informed, 
and directs towards a targeted intervention.
Relationship building
Leaders need to “manage and interface with a cadre o f stakeholders” (Gallo, 2007, p.29), 
and to work in a truly collaborative way to enable effective service delivery (NHS LQF, 
2006). With management relationships underpinning leadership, interpersonal skills are 
recognised as central to effective leadership and multidisciplinary team (MDT) working. In a 
study exploring nurse perceptions of leadership, communication emerged as key in enabling 
nurse leaders to delegate, guide and make staff feel valued (Linton & Farrell, 2009). Enabling
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others to feel valued within a team is identified as an important factor in facilitating shared 
leadership (Fuqua & Newman, 2007).
Clinical psychologists have experience and theoretical knowledge to apply in collaborative 
ways of working. Collaborative working relationships are a thread running through all core 
competences. Within intervention, clinical psychologists are trained to consider difference 
and diversity, empower service-users, identify strengths and to recognise barriers to 
therapeutic relationship development. Clinical psychologists work with these factors to 
promote engagement and facilitate change. Within leadership roles, they are able to draw 
upon a range of evidence based models to inform intervention and problem-solving, with 
experience of working collaboratively with individuals from culturally and ethnically diverse 
groups.
Underpinning the development of working alliances is the ability to listen and demonstrate 
empathy, valuable skills in light of the shift towards empowering and compassionate 
leadership. Goleman (1998) identifies empathy as an essential leadership component within 
the commercial sector, enabling leaders to consider a range of viewpoints. Within the climate 
of rapid globalisation, empathy and appreciation of diversity facilitates culturally responsive 
ways of working and increases staff loyalty and satisfaction (Goleman, 1998).
Research and service development
Establishing direction requires leaders who can “gather a broad range o f data and look fo r  
patterns, relationships and linkages that help explain things” (Kotter, 2001, p. 87). Within an 
evolving healthcare system where funding is outcome driven and high quality care 
paramount, evaluation of services is essential to inform development and delivery. Leaders 
need to keep informed of advances, and be able to demonstrate working from an evidence- 
based framework. Leaders with research expertise, who are capable of disseminating findings 
and supervising others in research are therefore valuable.
Competences in research and evaluation play a significant role in clinical psychology training, 
evidenced by assessment of research projects and service-related research. Training in 
outcome measurement, data collection systems and research methodologies equips the 
psychologist with tools to inform service development, and to input into active research 
streams. Within teams, psychologists often take a lead in clinical governance activities, aimed 
at improving service quality.
Being able to empower service-users to engage with service development is identified as a 
quality of an effective leader (NHS LQF, 2006). Indeed, “the need to know how best to draw
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on the expertise o f NHS users is more pressing now than ever before” (NHS Service Delivery 
and Organisation Programme, SDO, 2004, p.2). Service-user involvement is an important 
theme within clinical psychology training, demonstrated by courses recruiting service-user 
and carer involvement co-ordinators. Trainees are aware of the central importance of the 
service-user voice, and given the opportunity to experience working alongside service-users 
to inform their research and clinical work.
Self knowledge
McCracken, a successful business chief executive states: “The most important trait o f a good 
leader is knowing who you are” (as cited in Sherman, 1994, p.2). Self-awareness and self- 
management are core qualities within the NHS LQF (2006). Outstanding leaders are 
described as being aware of their strengths, limitations and triggers, able to learn through 
mistakes, aware of their emotions and the impact on others, and able to modify and regulate 
their behaviour. The process of reflection enables an individual to learn and develop these 
skills. Reflection is increasingly recognised as a valuable ingredient in leadership training, 
with major global companies encouraging reflection in staff development (Sherman, 1994). In 
a fast moving economy, leaders practising reflection are able to respond.
Within the research literature, emotional intelligence (El) has been termed the “sine qua non 
o f leadership” (Goleman, 1998, p.94). Self-management skills are understood as central to 
El, comprising of self-awareness, self-regulation and motivation. Goleman (1998) proposes 
that when leaders are able to understand and regulate their emotions, they become more 
effective in their social skills and ability to demonstrate empathy. Research demonstrates 
strong links between El and effective leadership. Analysis of nearly 200 leadership 
competency models across large global companies (for example British Airways) found El 
emerging twice as important as IQ and technical ability (Goleman, 1998).
The ability to think reflectively is actively developed within clinical psychology training 
(BPS, 2006), with candidates’ propensity for reflection assessed during selection. Drawing 
upon my experience, trainees are provided with valuable opportunities to develop self­
management skills and work as reflective-practitioners, with reflective abilities routinely 
monitored. Learning methods include reflective groups, supervision, written work and a 
training focus on consideration of difference and diversity. These skills are essential for 
leadership, enabling the leader to respond appropriately, identify their own learning needs, 
and to support others to identify their strengths and development areas. The ability to 
facilitate staff in identifying strengths and weaknesses has been found an important aspect 
within effective nurse leadership (Linton & Farrell, 2009).
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Creativity and versatility
A flexible and innovative leader is more able to meet the demands of constantly evolving 
organisations. Indeed, the NHS LQF (2006) refers to effective leaders as intellectually 
flexible, highlighting a need for creative and adaptable working. My own experience is that 
clinical psychology training demands substantial flexibility and creativity. NHS placements 
across a diverse range of settings require trainees to quickly integrate into services and teams. 
In transferring skills between client groups, trainees need to be creative and adaptable. When 
considering leadership within nurse training, Pullen (2003) describes how the emphasis for 
students on placement is often ‘fitting in’ vs. focussing on leadership. I believe this may be 
reflected to some extent within our training placements, although I would argue the building 
blocks of flexibility and creativity are actively fostered. It will be exciting to see how 
refinements to future placement models will evolve towards a focus on leadership behaviours.
Change agents
The “function o f leadership is to produce change” ( Kotter, 2001, p.87), with the ability to 
lead change through people expected in NHS leaders (NHS LQF, 2006). This requires the 
ability to enable teams, to distribute leadership and communicate reasons for change. 
Psychologists are recognised for their expertise in behaviour change, with psychology 
offering a vast knowledge base underpinning change processes and leadership (Winum, 
2003). Clinical psychologists are trained in the application of change models, with an 
understanding of psychological processes underpinning the complexities of power 
differentials, systems and teams. As a trainee, I have found we are provided with 
opportunities to experience and reflect upon group dynamics and change processes, explicitly 
drawing upon psychological theory.
Within clinical work, psychologists are actively involved in interventions to facilitate change 
with individuals and often complex systems. Within teams and services, resistance to change 
is a significant challenge. One clinical lead psychologist, Hickey (2008), reports how she was 
able to approach resistance by using her collaborative working skills to support colleagues to 
engage with change. Resistance has the power to block change. During my previous work in 
assisting a nurse to promote consideration of psychosocial issues within a cancer MDT, I 
learned the value of needing a leader who can champion change and empower members to 
feel their contributions are valuable in facilitating change. Clinical psychologists are well 
placed to work as change agents, using their tools to make assessments, tailor interventions 
and work with resistance whilst leveraging psychological knowledge on change processes.
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Challenges
For the clinical psychologist aspiring to leadership, a number of challenges lie ahead. These 
might include reluctance within the profession itself to shift focus away from one to one client 
contact, resistance within medically dominated teams to accept psychologists as leaders, 
paucity of empirical evidence advocating clinical psychologists as leaders, working with 
negative stereotypes surrounding female leaders, and a lack of leadership development.
With leadership advocated at all levels, it is a concern that newly qualified psychologists do 
not feel explicit attention is paid to leadership during training. A recent qualitative 
exploration of trainee experiences (Coysh et ah, 2009) found an emerging theme of Tack of 
preparedness for leadership’. These findings are supported by a survey, where trainees 
requested teaching on organisational and business skills (Francis-Ehnholm & Petersen, 2009). 
Leaders need to be politically aware, able to apply business and marketing skills (BPS,
2007c) and carry out strategic influencing (NHS, 2006). The NWWAP leadership project 
found negative perceptions of psychologists were reported when leaders showed a lack of 
political and business awareness (BPS, 2007b), with deficits in such skills therefore 
presenting barriers to leadership.
How can future leaders be expected to demonstrate the required skills without specific 
training? A lack of leadership development framework for applied psychologists is recognised 
(BPS, 2007c), with current NHS initiatives not appropriately tailored (Kiemle & Golding, 
2008). Disappointingly, an Introduction to Clinical Leadership and Management (ICLM) 
programme tailored for new consultant psychologists saw sixty participants through and has 
since ceased to exist due to no further funding (Kiemle & Golding, 2008).
The unequal gender balance within the profession poses a potential challenge that should not 
be ignored. In 2009, eighty-five percent of applicants accepted onto training were female 
(Clearing House for Postgraduate Courses in Clinical Psychology, 2009), adding to the 
complexity of the leadership challenge. Historically leadership has often been associated with 
male roles and characteristics, with negative stereotypes in the work place existing around 
women as less suitable for leadership positions (Graham & Partlow, 2004). However, 
evidence from the literature suggests no significant differences between male and female 
leadership competences (Chemers, 2000; NHS LQF, 2006). In my previous research role 
involving assessment of team functioning within cancer MDT’s, I observed that female lead 
clinicians were a rarity, with those perceived to be effective demonstrating a strong sense of 
confidence. I was struck by one incident where a female lead displayed uncertainty in her 
position, and was consequently treated with disrespect by her male colleagues. I found myself
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wondering how the reaction might have been different towards a male leader. Female leaders 
have been found to emerge less often within organisations where negative stereotypes of 
female leaders exist (Chemers, 2000). It is hoped that both male and female leaders within the 
modem NHS are accepted as equals, however, it is important to be aware of the barriers that 
might arise for some in negotiating negative attitudes. Psychologists are well placed to draw 
upon their expertise and knowledge of change and relationships to approach many of the 
potential challenges which might arise.
Looking Forward: Developing and evaluating leaders
Before leadership capacity of clinical psychologists can be meaningfully assessed, they need 
to be adequately prepared for leadership roles. NHS leadership development “has always 
been ad hoc and incoherent” (DoH, 2000, p.87), presenting a particular challenge to aspiring 
leaders. Therefore, it is important to draw upon what has been learned within domains where 
leadership development frameworks have been established, for example within the 
professions of nursing and education.
Learning to lead
The NHS plan (DoH, 2000) identified the need for strong nursing leadership, resulting in 
development of the nurse consultant role. It is acknowledged that traditional nursing training 
may not adequately equip nurses for such leadership positions (Gallo, 2007). The RCN 
therefore, provide clinical, political and strategic leadership programmes for aspiring nurse 
leaders. The Clinical Leadership Programme (CLP) aims to develop leaders who are self- 
aware and confident to challenge poor processes. Development tools include 360-degree 
reviews, mentorship, action learning, shadowing, team building and observations of client 
care and service-user stories.
In recognition that working effectively at a policy level is fundamental to clinical leadership, 
The RCN provide a programme aimed at teaching nurses to exert policy influence. Progress is 
assessed using a specifically designed political leadership assessment tool, and by keeping a 
development portfolio (Bishop, 2009). With clinical psychologists having a potential role to 
play in shaping mental-health policy, there appears much to be learned from developments 
made in nurse training regarding working at a policy level of activity.
Within the educational sector, The National College for Leadership of Schools and Children’s 
Services (known as The National College) is responsible for supporting and developing
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excellent leadership in England’s state schools and children’s services. I was struck by how 
their established development framework holds key lessons for psychology leadership 
development. The framework reflects the need to be specifically tailored towards career stage, 
resulting in individualised programmes for aspiring head teachers, middle and experienced 
leaders. Importantly, training for aspiring head teachers is mandatory, with leadership 
effectiveness and readiness for headship assessed before graduation, and continued access to 
support available for head teachers upon commencing their new roles.
Assessing leadership
Fundamental to building an evidence base for clinical psychologists as leaders, is systematic 
assessment of leadership and the impact of development programmes. The National College 
(2009) identify a range of methods through which to evaluate their programmes including use 
of national key stage targets, The Office for Standards in Education (Ofsted) ratings on 
leadership quality3 and percentage of head teacher vacancies. Studies using questionnaires 
and detailed case studies to evaluate programme impact are also emerging, demonstrating 
overall improvements in leadership and school performance (Brundrett, 2006).
In the nursing sector, evidence for nurse leaders is rapidly accumulating. The RCN have 
conducted comprehensive evaluations of the CLP through interviews with key stakeholders 
(RCN, 2005). The programme has been found to result in positive changes in nurse leadership 
ability and improvements reported in service-user care. A lesson to be drawn from the RCN
(2005) study is the value of exploring service-users’ leadership perceptions. Service-users 
who were interviewed reported important characteristics of leadership to include confidence, 
being observant, listening, giving feedback, sharing information and following through. 
Service-users found participating in the development programme through the telling of their 
stories beneficial. With an increasing drive towards user-involvement, it seems highly 
pertinent that service-users are involved in the design, delivery and evaluation of leadership 
development programmes and in the building of an evidence base for NHS leadership.
Can leadership be directly measured? An evaluation of eighteen leadership measurement 
instruments found The Leadership Practices Inventory (LPI, Posner & Kouzes, 1993) to be 
superior in terms of psychometric properties and usability (Huber et a l, 2000). The LPI was 
developed from the study of over one thousand managers. The five resulting leadership
3 Ofsted strive to ensure services in the public education system are effective through the 
comprehensive assessment of school functioning, with a strong emphasis on leadership and 
management. Resulting data is available in the public domain, contributing to an evidence base for 
school leadership.
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practices identified are illustrated in Appendix 3. The LPI comprises of two response scales, 
enabling self and observer-rater evaluation. The tool has been used extensively across both 
private and public sector organisations. The LPI has been psychometrically tested within the 
health care sector, where it was reported to have a high reliability for measuring leadership in 
nurses (Tourangeau & McGilton, 2004).
Findings indicate that in leadership assessment, it is not sufficient to rely on self-assessment 
alone (Kaplan & Kasier, 2003). In addition to the LPI, the 360-degree feedback process 
widely used in the commercial sector has received increasing attention as an assessment 
method, with a 360-degree questionnaire tool developed to sit alongside the NHS LQF
(2006). The process involves considering perceptions of a leader’s colleagues in line with a 
self-appraisal. Beyond assessments of leadership capability, a main aim is personal 
development of the leader, providing a valuable opportunity to reflect upon how leadership is 
perceived.
Implications
A leader development framework is needed to support the applied psychology profession to 
embrace the leadership challenge. The BPS (2007c) emphasise the importance of a 
framework tailored to the complexity of psychological services. In leadership development, 
there are lessons to be learned from across organisational sectors, including the commercial 
world, nursing and education. Within education, attendance on a leadership programme is 
mandatory before entering headship, with programmes tailored to career stage, particularly 
pertinent for clinical psychology where leadership is being encouraged at all levels. Learning 
can also be drawn from the pilot ICLM programme, providing a platform to build upon.
A review o f leadership on training courses is essential, as recommended by The BPS (2007c) 
and is key when considering trainees do not feel prepared for leadership. It is a concern that 
clinical psychologists lack training in business skills and strategic influencing, a challenge to 
incorporate into an already intensive training course. However, identifying developmental 
needs and inspiring future leaders can readily begin at prequalification. At the University of 
Surrey, leadership strengths and learning needs are now explicitly considered within 
placement evaluations.
Trainees need to be taught how to market themselves, appreciating how their competences 
map onto leadership skills. One clinical psychologist who attended the ICLM training realised 
that “our training and experience to date were in fact the skills that would be needed in 
leadership roles.... We were not really learning a new way o f being” (Kiemle et al., 2008,
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p. 12). I have found the opportunity to explore leadership within this discussion a valuable 
opportunity to enhance my self-awareness of skills that I am already building, and of the need 
to embrace future training opportunities to further understand what leadership roles entail.
Support systems need to be in place for newly qualified psychologists to access, indicating 
clear pathways to leadership development. It may be necessary for managers attention to be 
drawn to policy documents calling for leadership at all levels, as suggested by one consultant 
clinical psychologist who reported meeting resistance when asking for leadership training 
(Hickey, 2008). This would require funding to be in place for access to appropriate training.
Service-user involvement in leadership research and development programmes is fundamental 
to developing a modem NHS leader. A lesson to be taken from the RCN (2005) study was 
that service-users’ understanding of what clinical leadership involved differed to the 
perceptions of clinical leaders. This poses a need to explore where this mismatch lies, to 
ensure service-user participants are accurately informed and to listen to what service-users 
regard as leadership ingredients. Clinical psychologists’ training enables them to facilitate 
user engagement within leadership interventions and evaluations. To inform meaningful 
involvement guidance drawn from research spanning user-involvement across a range of 
organisational sectors is available NHS SDO (2004).
Systematic assessment o f leadership is needed to build an evidence base exploring the 
capacity of clinical psychologists to lead. It is essential to include the perceptions of others to 
facilitate more meaningful assessments. The use of 360-degree multi-rater reviews may be 
considered, alongside leadership measurement instruments such as the LPI, which would 
benefit from being validated for use with applied psychologists.
Systems fo r succession planning are essential to meet the challenges of leadership (BPS, 
2007c). Developing ‘leaders of tomorrow’ is an active theme across commercial and public 
sectors. Trainees can be encouraged to map out leadership profiles, identifying learning 
needs and demonstrating skills already held. Work shadowing might be considered, proposed 
as a potential way of responding to the challenge of leadership succession in schools (Simkins 
et a l, 2009). This involves aspiring leaders being mentored by experienced leaders, found 
effective in providing a reflective space to consider a leadership path (Simkins et ah, 2009).
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Conclusions
Core training competences equip the clinical psychologist with transferable skills for 
leadership positions. Their contribution is particularly pertinent considering modem models 
of leadership emphasising process, relationships, empowerment, user-involvement and 
collaboration. However, it is recognised that leaders need to be business minded and 
strategically driven, a potential area that aspiring clinical psychologists need to develop. For 
those pursuing the invitation to lead, support and training is needed.
As recognised by the NWWAP group, “this is the end o f the beginning and there remains 
much to do ” (BPS, 2007, p.7). Systematic assessment of leadership provided by clinical 
psychologists is needed, facilitating the building of an evidence base and identification of 
learning needs. Accumulating evidence within commercial research and the fields of 
education and nursing provide important platforms from which to build.
Leadership is not for everyone, and it would be a generalisation to assume that all 
psychologists would make good leaders. As recognised in the New Ways of Working for 
Psychiatrists, leadership is not exclusive to one profession, with all disciplines needing to be 
developed into leadership positions (DoH, 2005). Attention needs to be paid to fostering new 
leaders; inspiring and enabling future leaders to pursue and be supported in career paths 
towards leadership.
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Appendix 1: NHS Leadership Qualities Framework (2006)
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Diagram taken from NHS Leadership Quality Framework (2006, p .l)
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Appendix 3: Leadership practices and associated strategies assessed within the 
Leadership Practices Inventory (LPI) tool
Five leadership practices Associated Leadership Strategies
Challenging the process Search for opportunities and take risks
Inspiring a shared vision Envision the future
Enabling others to act Foster collaboration, strengthen others
Modeling the way Set the example
Encouraging the heart Recognise contributions
Table adapted from Tourangeau & McGilton (2004, p. 183)
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Introduction
Day two of the induction block and we are introduced to our first ‘Problem Based Learning’ 
(PEL) exercise. This task was to take place within the context of our personal and 
professional learning discussion groups (PPLDG’s). Completion of the task was to occur 
within five weekly meetings, the end result being a presentation by each group to the cohort 
based upon ‘The relationship to change
Within this account, I aim to explore my PPLDG group’s journey in the undertaking of this 
task, reflect upon my role within the group, and to consider how I have been able to integrate 
my learning from this task with my clinical practice on placement to date.
The Journey
Throughout, I kept ajournai to record my reflections, creating a safe place to explore my 
thoughts. Beyond the PEL task, I continue to record my reflections, allowing me to look back 
and learn from my experiences. I have encountered challenges in keeping ajournai in terms 
of time constraints, the different writing style required to record personal thoughts (which has 
on occasion felt strange) and needing to find a private place to reflect away from distractions. 
This has proven a helpful exercise, recently enabling me to appreciate and discuss with a 
client the difficulties they have encountered when keeping a thought record diary as part of a 
cognitive behavioural therapy (GET) intervention.
Our presentation
Entitled ‘Close encounters of the first kind. Establishing the therapeutic relationship for 
change’ our presentation sought to convey that the therapeutic relationship is central for 
change, and to discuss contributing and inhibiting factors to its development. The presentation 
began with a role play, where a first year trainee battles with anxious thoughts whilst 
attempting to undertake an assessment. The client struggles to understand the trainee, and 
there exists a mismatch of agendas and language. The role play is paused, and the remainder 
of the group present the theoretical underpinnings. When the role play resumes, trainee and 
client continue towards building a more collaborative relationship using the insights provided.
To inform the presentation, we read literature surrounding the therapeutic relationship from 
both service user and therapist perspectives. Qualitative research exploring what is ‘helpful’ 
in relationships with professionals from the service user perspective has found a collaborative 
partnership to be central, including being open to the diversity in what helps, and shaping help 
to the individual needs of each service user (Borg & Kristiansen, 2004).
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In hindsight, the learning I have taken from the literature we reviewed onto placement has 
been invaluable, particularly in relation to Chadwick’s (2006) account of radical 
collaboration. I became aware of how my therapist anxieties and beliefs as to how I think 
therapy should progress (for example that my client must achieve change for me to be doing a 
good job) are anti-collaborative assumptions, defined by Chadwick (2006) as a threat to 
relationship building. I now find myself able to recognise and explore such anxieties within 
supervision. Principles of radical collaboration became highly pertinent to me with one client 
I was working with who was initially too distressed to communicate, being terrified of 
strangers. Drawing on the learning from the discussions we had regarding radical 
collaboration, it became clear that I needed to focus on the process of building a therapeutic 
relationship before even considering specific clinical outcomes.
The beginning: Establishing roles
The ambiguity of the task left me feeling uncertain about what to expect. During meeting one, 
our facilitator took on a leadership role explaining the group format. The group appeared 
surprised the title was all ours to interpret as we wished, without boundaries in terms of what 
was correct. This flexibility was a contrast to previous group work I have undertaken. Our 
group comprises of seven female trainees and one male trainee, all with unique experiences to 
share including different cultural backgrounds, a range of ages and prior job roles. We began 
getting to know one another by each discussing what change meant to us, a task put forward 
by the facilitator. Upon reflection, I found sharing my personal thoughts regarding change to 
a group of people I did not yet know uncomfortable. I was conscious that what was said in 
this group may form a perception of me that I did not wish people to hold. As I have become 
familiar with the group and the facilitator, I no longer hold this anxiety, feeling more 
comfortable to share my reflections. It has since struck me that when I see clients, I am 
hoping that they will share their personal stories and difficulties with me, for whom to most I 
am effectively a stranger.
Following our first meeting, the facilitator stepped back and it was our responsibility to lead 
the discussion and assign the roles of group leader and scribe. The facilitator asked who 
would be scribe, followed by period of silence during which I volunteered myself to take on 
the role of scribe. Upon reflection, I believe that my uncomfortable feelings relating to silence 
led me to break it by putting myself forward. When observing my supervisor during client 
sessions, I have seen how periods of silence can be valuable, with one client using the silence 
to reflect deeply before responding. Bolton (2005, p. 199) states that “more can be said by 
silence than words ” and emphasises the powerful role silence plays in a group, particularly
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when discussing “deeply held principles and problematic practice” (Bolton, 2005, p. 198). 
Through the medium of the group, I am learning the positive role that silence can play in 
group discussions and therapy, and am becoming more comfortable to ‘sit’ with silence.
In terms of Tuckman’s (1965) model of group development, I perceived our group to be in the 
forming phase for at least weeks one to three. This was characterised by the need for more 
directive facilitator input, getting to know one another, and the group being on their best 
behaviour which I observed in terms of our being overly polite. This early phase allowed me 
the opportunity to experience firsthand how a new group forms and establishes roles. Such an 
experience stood in direct contrast to my previous research role, where I had been an outside 
observer assessing the functioning of multidisciplinary teams who had long been established.
The middle: Defining and planning the task
With placements due to commence, deciding to focus our presentation on the initial encounter 
between a trainee and a client provided a relevant learning opportunity for our cohort.
Humour is an important factor in facilitating learning, as positive affect makes people more 
receptive to the receiver and the message (Romero & Pescosolido, 2008). Therefore, to 
convey our message, much energy was put into injecting humour into the role play, through 
the medium of inner voices of trainee and the client, and the use of a fictional client character 
- Mr Spock.
In terms of group development, I felt we were working in a collaborative style, our leader 
being clear at setting a shared agenda and ensuring we each contributed. When reflecting back 
I am able to see that ingredients of our meetings reflect those we later presented to be features 
of building relationships, characterised by collaborative agenda setting, planning our time, 
creating a safe environment and listening to and valuing each other’s diverse learning styles 
and contributions. Managing the group in this way allowed us to foster the conditions that 
Bolton (2005) emphasises as vital for learning to occur including responsibility, respect and 
control over the learning process. Furthermore, a safe group climate enables members to take 
interpersonal risks, an important factor facilitating learning within groups (Romero & 
Pescosolido, 2008).
By week three, my concerns regarding the ambiguity of the task had reduced. This was aided 
by one group member, who was honest enough to say she did not understand what we were 
trying to achieve and therefore proposed it might be helpful to draw a visual representation of 
our plan. It transpired many of us were also feeling uncertain, providing an opportunity to 
articulate our aims, project plan our remaining time and to discuss within the group the
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diversity of our individual learning and working styles and preferences. This made me realise 
the importance in my clinical work to ask for clarification, from colleagues and clients. The 
process of being curious and asking for clarification, may, in the case of our group 
experience, lead to the development of stronger relationships and to more effective planning 
and working.
By week four, we began to challenge each other, and I perceived the group to be in 
Tuckman’s (1965) storming phase. I observed slight tension between two of the more 
dominant group characters. I found myself frustrated with ‘going round in circles’ as not 
everyone was able to agree on the structure of the presentation. It was at this point that we 
made a consensus decision to divide into small groups of four, each focussed on either the 
slides, or the role play. This decision focussed the group, and the following week we rejoined 
to share our progress.
The end: Becoming a team?
West (2004) defines a team as a group of people who have shared objectives, autonomy to 
make decisions, are accountable and able to work closely and supportively to achieve the 
team’s goals. By week five, I perceived the group to have a great sense of pride and 
ownership in the end product, and that we had worked well to achieve this shared goal, 
feeling our group was becoming more like a team.
However, I am uncertain whether we have yet fully reached the norming phase Tuckman 
(1965) characterises by open expression of personal opinions. When each sub group presented 
their respective role play and slide presentation to the other, I was aware that although we are 
quick to sing each other’s praises, we appear uncomfortable to provide helpful criticism, and 
this remains to be the case in subsequent meetings. Learning how to receive, and to 
confidently give constructive criticism is something I wish to work on in terms of my own 
development. Therefore, if this issue can be addressed PPLDG meetings may provide an 
important future opportunity for myself and others to do this.
Initially when our aims were unclear, I perceived that through my role as scribe I was able to 
contribute to focussing the group by recording the main threads of the discussion, and 
summarising back to the group. It proved challenging to listen to and record the discussion 
whilst also holding onto my own thoughts, and I find I regularly use these skills during my 
clinical practice. Due to focussing on recording the discussion, I felt I might be perceived by 
others to have taken a back seat role on occasion. In the future, I wish to take on the challenge 
of playing a more active role, and to do this I have identified that I need to develop
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confidence in the value of my contributions. Beyond being scribe, I believe I play a 
supportive role within the group, showing genuine interest, curiosity and willingness to learn 
from my peers.
Conclusions
Despite this task coming to an end, our group journey has only just begun. Our group is 
developing into a safe space within which to share learning and to develop, drawing upon our 
diverse range of experiences and backgrounds.
As stated by Bolton (2005, p.201) “a group is a story authored by all group members 
Within this account I have been able to share and explore my perceptions of my role and how 
I observed our story to unfold. In future group meetings, I am hoping that we will be able to 
share personal reflections of our group contributions and how we are each perceived. This is 
something we have discussed as an idea to work towards.
I believe that working as a group to deliver the task, and exploring the importance of building 
therapeutic relationships, has equipped me with valuable transferable learning to draw from in 
my early clinical practice.
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Introduction
It is the beginning of year two, and we are introduced to our second problem based learning 
(PBL) task. We are briefed this is to take place in pre-allocated groups comprising both 
second and third year trainees. The problem set is “How do we know i f  IAPT (Improving 
Access to Psychological Therapies) is working? ” The IAPT programme aims to enable 
primary care services to implement National Institute for Health and Clinical Excellence 
guidelines for people with anxiety and depression, by increasing access to evidence based 
psychological therapies (Department of Health, 2008). Each PBL group is tasked to imagine 
they have been asked to prepare a consultancy report on how IAPT effectiveness can be 
assessed, to be delivered in the form of a presentation in approximately seven weeks time.
It is now three months since this task was completed. Throughout the process, I wrote a 
journal of my reflections documenting my perceptions of our group story. I aim to draw upon 
these to consider the group processes along our journey, my role, the lessons learned and to 
reflect upon the interplay between this learning and my clinical practice.
Finding our way
The group
The first PBL task had taken place within the context of our Personal and Professional 
Learning Discussion Groups (PPLDGs). These groups meet fortnightly throughout training, 
with membership remaining constant. I had been unaware that we would be working outside 
of these PPLDG groups in the second PBL task. Initially, I felt anxious about how our time 
would be negotiated, and curious as to what dynamics might play out between the year 
groups.
Our PBL group comprised seven members; four second years (including myself), and three 
third year trainees (See Figure 1), with an age range of twenty-five to thirty-two years old. 
Membership was predominantly female and white British, with one Black African male. We 
came from diverse previous backgrounds (e.g. teaching and nursing) bringing a diversity of 
experience and skills, for example technical expertise and strengths in research and public 
speaking.
0
0
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Figure 1: Visual representation o f the group.
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Sharing knowledge and reaching consensus
In total, we met on five occasions. Appendix 1 illustrates my understanding of our group 
journey, beginning with a discussion about our experiences of IAPT. In my previous PPDLG 
reflective account, I identified a personal learning need to develop confidence in the 
knowledge and skills that I have to contribute within my peer group and clinical work. Upon 
reflection, I feel a prior job role where my input was frequently discounted may have 
contributed to this lack of confidence.
In my Service Related Research Project (SRRP), I conducted an evaluation of service-user 
satisfaction in an IAPT service. When my group reported they had limited knowledge of 
IAPT, I became aware of the resources I had to contribute. I informed the group about my 
SRRP, and became aware my peers were looking eagerly towards me as the expert in the 
group. At first, I felt slightly uncomfortable in this position, being showered with questions. 
However, I quickly realised the group were valuing my input. I offered to circulate the 
resources I had already collated on IAPT outcome measurement tools, sharing what I had 
learned.
The group quickly decided to focus on outcome measurement tools used by IAPT within our 
presentation. I was aware that the SRRP resources I had shared with the group influenced this 
decision. I voiced this, and the group fed back that they perceived my input as helpful in 
providing direction, believing it was important to make the most of our group resources in 
light of pressure felt from academic deadlines. At the end of the first meeting, each member 
took on a particular task to research. We returned for our second meeting bringing our ideas 
to share, and I felt a sense that everyone was contributing equally.
Negotiating roles
The presentation was beginning to take shape. Two members suggested integrating slides 
with role play which appeared well received. We each selected group roles which played to 
our strengths and utilised our diverse skill sets. Three second year members chose to write 
and act the role plays, and the remaining four members (myself and the three third years) 
chose to work together to develop and present the rationale and theoretical aspects.
Dividing responsibility for these tasks worked well, and was fed back as helpful by all 
members. We followed a procedure for the subsequent two meetings, where each subgroup 
would work on their respective tasks, rejoining to feedback their progress and receive input 
from the whole group regarding decisions to be made. In the final meeting, both groups
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combined their work to practice the presentation in its entirety. I felt proud of our 
achievement, and the way we had synthesised our ideas to reach this goal.
Shared leadership
In our penultimate meeting, we allocated time to reflect upon working together. It was my 
role to document this, incorporating our thoughts into the presentation. All members observed 
how we had not nominated a leader, yet our group had seemingly functioned well. During the 
first PBL task, we looked to our leader for direction. In contrast, within the current group we 
had no explicit discussions around who would lead. We reflected how the group had 
established a collaborative way of working, with a sense of shared power and responsibility 
and no observed power differentials between year groups. All members mentioned they felt 
respected and valued. The group had fostered an environment conducive to learning. Bolton 
(2005) highlights how feeling respected, valued and having shared responsibility are key 
ingredients for learning.
A recent professional issues assignment provided me the opportunity to read around 
leadership, and to consider the shift taking place away from traditional bureaucratic 
leadership towards empowering and shared models of leadership (Fuqua & Newman, 2007). 
Clinical psychologists at all levels are increasingly being encouraged to develop competencies 
required for leadership positions, and to take up leadership roles (BPS, 2007). In hindsight, I 
am able to see how the task provided us with an opportunity to negotiate group leadership 
processes, enhancing our learning.
I believe we took on a distributed leadership (DL) approach, with leadership shared between 
us. In a systematic review, Woods et al. (2004) characterise DL by group ownership, open 
boundaries regarding leadership and a variety of expertise across leaders. The group 
perceived this had worked well, providing us with valuable experience of sharing leadership. I 
am curious as to what contributed to the implicit group decision to evolve this way. I wonder 
whether it was determined by individual characteristics, our roles in a profession where 
collaboration is valued, or due to the nature of the task.
Challenges
One member (Sally4) missed a couple of meetings due to illness. When Sally returned, she 
expressed how we had come a long way in her absence. I found myself wondering if she felt 
left out. On the presentation day, Sally announced she felt strongly against the humour we
4 A fictitious name has been used
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planned to use in the role play. My immediate reaction was one of frustration, as the scripts 
had been previously agreed by all members, Sally included. As a group, we had discussed 
how humour was an important element, to enhance the learning of our peers. Humour has 
been found an important factor in facilitating learning, making people more receptive to the 
message being given (Romero & Pescosolido, 2008).
I felt an air of tension in the group. Sally was concerned the humour might be misunderstood. 
I became aware of how uncomfortable she seemed, and wondered why Sally had not felt able 
to raise this before. Upon reflection, this led me to consider the importance of facilitating 
therapeutic client alliances, providing a space where the client feels safe to discuss concerns 
which may arise. The remainder of the group felt strongly that it was important to retain the 
humour. Ideas were suggested including making a statement to explain our use of humour. I 
felt a group divide, and Sally directly asked for my opinion. I explained how I felt the humour 
would be understood, and my reluctance to lose it entirely. The group compromised to use a 
more neutral tone of humour, followed by adjustments to the script.
I wonder if we were experiencing what Tuckman (1965) in his model of group development 
describes as ‘storming’. This stage is characterised by members confronting each other’s 
ideas, described as necessary to team growth. Our group reached this stage just before going 
our separate ways. I am left wondering what our group development would have looked like 
had our work together continued beyond this point.
Looking forward
The presentation appeared well received. Observers fed back the presentation was thoughtful, 
showing good team work. Upon reflection, I believe there were important lessons to be 
learned. The group provided a safe learning environment within which I was able to share my 
knowledge, enabling me to address a previously identified learning need. In the context of a 
team meeting upon my placement, I was recently asked by a consultant psychiatrist for my 
opinion regarding a client. I had spent time conducting observations of the client who was 
non-verbal, and interviewing his network. I was able to share my formulation of the client’s 
behaviour of concern, and although feeling nervous to be in this position, I confidently gave 
my opinion, feeling it was informed and valued. This proved a positive experience, 
highlighting the dynamic interplay between our university and placement learning.
The group discussed how our knowledge of IAPT and outcome measurement more generally 
had increased. One group member expressed how this had challenged her previously held 
resistance to the use of outcome tools. Discussions of IAPT client experience questionnaires
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directed our thinking towards the importance of service-user feedback as central to service 
development. We discussed the need for this to be representative of male and female service- 
users across diverse ethnic groups and cultural backgrounds to be meaningful, and ways to 
facilitate this. Robert et al. (2003) illustrate how client experiences are valuable in shaping 
services through the offering of different perspectives, challenging assumptions and new 
ways of thinking. Within an evolving NHS where drawing upon service-user expertise and 
IAPT is increasingly valued, learning from the task was highly pertinent to practice.
As clinical psychologists, we need to be skilled at working with other professionals. I felt able 
to develop my skills in negotiating tasks and working collaboratively alongside others, 
contributing to their learning and learning from their expertise. It was my first experience of 
distributed leadership within a group, and I found this valuable in enhancing our sense of 
group ownership. I am aware of needing to develop my leadership competencies as future 
learning needs, and hope to seek opportunities during training to work towards this. The 
group further provided us an opportunity to manage difference of opinion, reaching an 
agreement as to how to proceed.
Conclusions
Participating in the task facilitated our learning of pertinent issues including IAPT, service- 
user involvement, outcome measurement and leadership. We were able to utilise our 
resources, skills and diverse personal experiences. We engaged in a variety of group 
processes along our journey, beginning with sharing ideas, distributing leadership, reflection 
and ending with negotiating opinion differences.
Overall, the group felt we had functioned well. It is interesting that we experienced ‘storming’ 
towards task completion. We have, therefore, not had an opportunity to discover how our 
group would have subsequently developed. In hindsight, it may have been helpful to debrief 
after the presentation. My own feeling is that to some extent, we have ends left untied.
The task provided me with an opportunity to address developing confidence in my 
contributions, proving helpful in my placement work. I hope to take the valuable learning 
from this experience forward, to build upon and apply both within my university learning and 
future clinical practice.
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Appendix 1: Flow diagram to illustrate my understanding o f our group journey
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Personal and Professional Learning Discussion Groups
Summary Process Account I
Year 1 
September 2009
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The account explores the journey my Personal and Professional Learning Discussion Group 
has taken thus far, beginning with our first meeting, ending with the completion of year one. I 
aim to discuss my reflections of my own and the group’s development, consider my 
contribution, the group diversity, and to illustrate the integration between the group learning 
and clinical practice.
With a facilitator, our group of eight trainees met fortnightly. Initially our meetings were task 
focussed enabling us to establish roles, work together with shared objectives and to become a 
team. Beyond the task, meetings involved case discussions. Collaborative agenda setting 
allowed us autonomy to use the time as we felt best, enabling a safe space to explore pertinent 
issues. I discuss the processes at play in our meetings highlighting particular issues raised, for 
example, power imbalances. I detail my experience of presenting a case, and how I felt able to 
take the learning directly onto placement.
Through my role as scribe for the group task, I felt able to contribute by focussing the group. 
Although initially anxious regarding my limited clinical experience, I have learned I hold 
valuable skills to offer the group, able to contribute by giving support and sharing 
experiences. Continuing to build confidence in my contributions is a developmental need.
Despite shying away from conflict, our group appears to function well, providing a safe and 
supportive forum. With a new facilitator, I hope the group will continue to embrace the 
experiences as we continue with our journey.
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Personal and Professional Learning Discussion Groups
Summary Process Account II
Year 2 
July 2010
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I aim to reflect upon the journey our personal and professional learning discussion group took 
as we travelled together through our second year. The introduction of a new facilitator 
brought fresh perspectives, with different systems of running the group being implemented. 
These included a change in responsibilities, and a process of ‘checking in’, providing each 
member the space to discuss their concerns and share their news.
I experienced the changes as positive for our group development and my learning, feeling we 
had grown closer. In the account I reflect upon leading change within already established 
teams, and the challenges this may bring.
Presenting our own family genograms to the group was a valuable learning tool, enabling us 
to consider our own cultural identities and enhancing our appreciation for cultures dissimilar 
to our own with direct implications for clinical work.
Having previously identified reluctance within our group to discuss issues which felt ‘unsafe’, 
our group has progressed to a stage where it seems we now feel more confident to take risks 
with one another. I feel this shift has been underpinned by our facilitator’s openness to 
talking about sensitive and anxiety provoking issues and her ability in enabling us to feel 
contained in doing so.
Our final year sees the joining of a new facilitator. Building upon the experiences of the past 
year I feel better prepared to embrace this change, looking forward to how we might reform to 
incorporate our new members and continue to develop as a group.
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Clinical Dossier
CLINICAL DOSSIER
The clinical dossier begins with a summary o f the five placement experiences completed 
during the training course. Five case report summaries o f clinical activity, including one case 
report which was presented orally will be outlined. Only summaries are provided due to the 
confidential nature o f the fu ll clinical material. The summaries reflect a sample o f clinical 
work across all three years o f training.
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Adult Mental Health Placement 
Overview of Placement Experience
Dates: October 2008 to September 2009
Setting: Adult Community Mental Health Team (CMHT)
Summary o f  experience
Clinical work: I worked with adults from diverse social and cultural backgrounds who 
presented with complex and enduring physical and mental health difficulties. These 
difficulties included anxiety, depression and dissociative conversion problems. I developed 
clinical skills in assessment, formulation and intervention which centered on a Cognitive 
Behavioural Therapy approach. As a member of the multidisciplinary team I contributed to 
joint assessments and client care planning alongside other professionals. Monitoring of risk 
was ongoing with all clients. Additional experience included assessments for dementia, 
family work with an 18 year old and his mother, and observational visits to an inpatient ward 
and residential service for men with psychosis.
Teaching and presentations: I delivered a session on behavioural activation within a training 
course for CMHT and ward staff on psychological approaches to managing depression.
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Adult Mental Health Case Report I Summary
Behavioural activation work with a 49 year old woman from 
Iran presenting with depression and a history of chronic pain
Year 1 
April 2009
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Presenting problem and initial assessment
Mariam is a 49 year old Iranian lady. She was referred to the psychology community mental 
health team by her psychiatrist who requested input in the management of her depression. 
Mariam is a single mother of four and had experienced a troubled life, subject to marital 
violence and having been shunned by her extended family following her divorce. Mariam had 
developed inflammatory bowel disease and back pain, forcing her to leave work. She 
presented low in mood reporting withdrawal from activities, and described herself as a 
“failure” and “weak”.
Formulation
Mariam’s difficulties were conceptualised in a longitudinal cognitive behavioural 
formulation. At the time of her divorce, she experienced a great sense of loss. It is 
hypothesised this may have activated her beliefs of inadequacy formed during earlier 
experiences, triggering her depression. Avoidance (withdrawal and inactivity) seemed to play 
a substantial role, and Mariam felt becoming active again would increase her life purpose.
Intervention and outcome
The formulation suggested that behavioural activation may be helpful, an approach which 
targets avoidance in depression. Details of the work including relaxation, behaviour function 
analysis, activity scheduling and monitoring of mood are described. The initial formulation 
was built upon using a strengths focus to promote recovery.
Progress was evaluated using a variety of sources. Mariam demonstrated an encouraging 
reduction in her distress and progress towards her goals. Future plans and consideration of the 
ending of the work are discussed. The development and role of the therapeutic relationship is 
considered throughout.
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Adult Mental Health Case Report II Summary
A neuropsychological assessment of a 56 year old lady referred 
for memory difficulties
Year 1 
September 2009
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Presenting problem and initial assessment
Jane is a 56 year old white British lady. She was referred to the community mental health 
team by her GP with concerns regarding her memory. Jane had been asked to leave her 
employment as a teacher following the observation of her memory difficulties. Jane and her 
family had noticed these difficulties were worsening. Her psychiatrist asked, “Does Jane’s 
cognitive impairment indicate dementia? ” Jane described forgetting everyday things and had 
noticed difficulties with concentration. She reported having lost her confidence, feeling 
anxious about her memory.
Formulation
Considering Jane’s history and presentation, it was hypothesised her neuropsychological 
profile would be consistent with Alzheimer’s disease (AD). In addition to measures of general 
cognitive functioning, the neuropsychological assessment comprised selected tests assessing 
domains of functioning associated with deficits in AD.
Assessment findings and outcome
Jane’s cognitive assessment results were interpreted within the context of an average pre- 
morbid ability, as predicted by the Wechsler Test of Adult Reading. Findings suggested 
global deterioration in her cognitive ability, with significant difficulties in memory 
performance. Consistent with findings characteristic of AD, deficits in recent memory storage 
for both immediate and delayed memory, for recall and recognition were found. Jane showed 
significant difficulties with tests of strategy formation and word fluency.
Findings supported the hypothesis that Jane’s neuropsychological profile suggested an early- 
onset presentation of AD. Recommendations to help Jane with her memory were provided, 
with an onward referral to a memory service. In light of Jane’s age, difficulties associated 
with service provision for younger people with dementia are considered.
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People with Learning Disabilities Placement 
Overview of Placement Experience
Dates: October 2009 to April 2010
Setting: Joint Community Learning Disabilities Team (JCLDT)
Summary o f  experience
Clinical work: I gained experience of both individual and group work and of working with 
others in the client’s system. Clinical work took place across a variety of settings including 
client’s homes, outpatient services, supported living accommodation and day services. 
Presenting problems comprised anger difficulties, low mood and referrals for challenging 
behaviour. Client assessments were undertaken using interviews with carers and family 
members, psychometrics and structured observations of the person in their different settings. 
Formulations and recommendations for intervention were shared with those involved in the 
client’s care. Clinical work was informed by both Cognitive Behavioural Therapy (CBT) and 
Systemic approaches. I gained experience of adapting CBT to make it meaningful through the 
use of visual material and by writing accessible client reports. I gained experience in 
neuropsychological testing and screening for dementia in people with Down’s syndrome. I 
co-facilitated a psycho-educational sexuality group for women with learning disabilities.
Teaching and presentations: I gave a presentation to the psychology team on a piece of 
clinical work I had undertaken which involved the assessment, formulation and intervention 
with a non-verbal client with autism who had been referred for challenging behaviour.
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People with Learning Disabilities Case Report Summary
Cognitive behavioural therapy assessment and intervention 
with a woman in her thirties with learning disabilities 
presenting with difficulties in managing her emotions
Year 2 
April 2010
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Presenting problem and initial assessment
Katy is a 32 year old British lady with mild learning disabilities. Katy was referred to the 
psychology department of the joint community learning disability team by her key-worker for 
work focussing on difficulties in managing her emotions; particularly anger. The key-worker 
was concerned Katy let her emotions ‘build up inside’, culminating in arguments with Katy’s 
fiancé.
Formulation
The assessment suggested Katy was suitable for psychological intervention, and she was seen 
for eight intervention sessions. The report presents a formulation of Katy’s difficulties from a 
cognitive behavioural perspective, drawing upon a model of self-esteem. The formulation 
focussed the intervention upon providing Katy with skills and confidence to enable her to 
make choices about how to respond when feeling upset, focussing upon anger management 
and assertiveness.
Intervention and outcome
A range of practical and visual techniques were employed to adapt cognitive behavioural 
therapy (CBT) concepts, making the process meaningful and accessible and enhancing Katy’s 
understanding. The report discusses the development of the therapeutic relationship, 
considering issues of diversity.
Self-report measures and feedback suggested positive outcomes were achieved, and Katy 
reported the work had been helpful. To facilitate Katy in applying her learning in her 
everyday life, her key-worker was linked in through the provision of a consultation session. 
The key-worker felt the work had provided her with valuable resources to use with Katy in 
the future.
The report discusses creative ways in which CBT can be adapted for people with learning 
disabilities.
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Children and Young People Placement 
Overview of Placement Experience
Dates: April 2010 to September 2010
Setting: Child and Family Consultation Centre as part of a Child and Adolescent Mental 
Health Service (CAMHS)
Summary o f  experience
Clinical work: I gained experience of working with clients aged 5 to 18 years old who 
presented with a range of difficulties including Phobia, Depression, Obsessive Compulsive 
Disorder and Selective Mutism. I worked with children from diverse cultural backgrounds 
who had experienced trauma in early childhood. Therapeutic work was informed by CBT, 
Narrative, Systemic and Psychodynamic approaches. I gained valuable experience of working 
in a multidisciplinary neuro-developmental clinic which developed my skills in assessment of 
the Autism Spectrum Disorders and Attention Deficit Hyperactivity Disorder. Assessments 
involved gathering and synthesising information from parents, teachers, psychometric tests 
and school observations and feeding the findings back to clients, families and other 
professionals in the child’s system. Additional experience included being part of a reflecting 
team as part of the eating disorder family therapy clinic.
Consultation: I gained experience of providing consultation to a specialist school as part of a 
Multi Agency Team.
Teaching and presentations: I ran a workshop on “making CBT accessible to young people”. 
I also represented the team at the Trust “CAMHS Forum: Good Practice Event” where I 
presented a novel piece of clinical work entitled Finding a voice: A narrative intervention 
using animation with a thirteen year old boy experiencing selective mutism.
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Children and Young People Oral Presentation of Clinical Activity Summary
‘Finding a voice’: A narrative intervention on confidence with 
a thirteen year old boy
Year 2 
September 2010
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Presenting problem and initial assessment
Jack is a 13 year old boy. His mother is Black African, and his father American. Jack speaks 
English as his first language. He is the eldest child and lives with his sister and mother. Jack 
experienced a troubled childhood, witnessing domestic abuse. When Jack was five, the family 
fled to safety resulting in numerous moves. Jack and his family no longer have contact with 
his father.
When Jack began school, he was described as “selectively mute”. He seemed scared to speak, 
despite speaking fluently at home. Aged eight Jack was seen by a psychotherapist to explore 
his earlier traumatic experiences. When Jack was 13, his mother continued to be concerned 
about his difficulty to use his voice. She described him as almost “invisible” when outside of 
the family home. The GP referred Jack to our child and family team.
Narrative formulation and intervention
I saw Jack for 10 sessions focussed on helping him feel confident to use his voice. The work 
began using a behavioural approach including relaxation, encouraging him to play with his 
voice levels, role plays and gradually encouraging Jack to practise using his voice at school. 
Using drawings within sessions allowed Jack to express himself and developed our 
therapeutic relationship.
After the fifth session I consulted the multidisciplinary team. Despite making some progress, I 
felt stuck in the therapy journey with Jack. The team suggested I try a narrative approach, 
using externalisation. Enabling the child to externalise the problem, where instead of “being” 
the problem they have a “relationship with the problem” is considered a helpful and playful 
way to approach serious difficulties (Freeman et ah, 1996).
Working in this way, Jack likened his difficulties to being “stuck in a box”. Jack told of how 
this box engulfed him, thinking it was keeping him safe. However, the box was stopping 
Jack’s voice being heard and him making friends. I discovered Jack had a passion for 
animation. Together we created a short animation film building upon the story which emerged 
from the externalisation. Jack used animation to tell the story of a boy who broke out of his 
box and found his voice. Jack used his own voice to narrate the story.
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Outcome
At our final session although “the box” was still around, Jack felt able “to climb out 
sometimes”. Jack had joined a club, initiated conversations with peers and had travelled to 
sessions independently. Using animation to document his new story provided Jack with a 
tangible reminder of the resources he has should he feel “stuck in his box” in the future.
It is hoped this piece of work reflects the development in my confidence to work creatively 
and flexibly to meet the client’s needs. I learned the importance of consulting others in my 
work and of embracing client strengths to make work meaningful. I have subsequently 
presented this clinical work at a CAMHS trust event, growing in the confidence I have to 
share my knowledge and learning with other professionals, and to inspire others in 
imaginative ways of working.
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Older Adults Placement 
Overview of Placement Experience
Dates: October 2010 to September 2011
Setting: Clinical Psychology Physical Rehabilitation Service
Summary o f  experience
Clinical work: I gained experience of working clinically with older adults presenting with 
both mental and physical health problems which included: Depression, memory difficulties, 
anxiety, chronic pain, difficulties following stroke and fears of falling. A Rational Emotive 
Behaviour Therapy (REBT) approach underpinned the clinical work. Experience was gained 
in using neuropsychological tests to assess for dementia, and to assess cognitive difficulties 
following head injury. I facilitated psycho-educational groups for people with a fear of 
falling, and a reminiscence group for people with Alzheimer’s.
Consultation: Using a collaborative consultation model I designed, implemented and 
evaluated a piece of consultation to a community stroke team. The consultation focused on 
improving the teams’ confidence in and approach to breaking bad news to stroke patients. 
Findings from the consultation have been submitted for publication.
Teaching and presentations: I delivered a training session to a multidisciplinary community 
team on the screening of depression and anxiety after stroke. The placement also involved 
case presentations to the psychology team.
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Older Adults Case Report Summary
Breaking bad news in stroke rehabilitation: A consultation with 
community staff of a stroke team for early discharge
Year 3 
April 2011
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Presenting problem and initial assessment
The Stroke Team for Early Discharge (STED) are a multidisciplinary team, providing a 
community based rehabilitation service to stroke survivors. The team requested consultation 
to help with difficulties they were experiencing in breaking bad news (BBN) to their patients. 
This news often involved difficult messages around recovery trajectories and functional 
abilities. The team felt they lacked confidence in BBN, believing they were doing it “wrong” 
and inconsistently.
The team occupational therapist acted as an intermediary between myself (the consulter) and 
the STED (the consultées) during the planning process. An assessment of the consultation 
request included exploring the team’s expectations and scoping the feasibility. A 
collaborative consultation model underpinned the work, focussed upon empowering the team 
to generate solutions by drawing upon their existing expertise.
Consultation
Consultation development was further informed by a literature search, and a proposal was 
agreed. The consultation took the form of a workshop, providing consultées an opportunity to 
reflect upon their BBN experiences and review their approach. The workshop encouraged 
theory-practice links to be made with relevant BBN literature.
Outcome
Outcome was assessed using a tailored evaluation self-report questionnaire. Findings 
demonstrated the consultation responded to the team’s needs. Consultées reported increased 
confidence in their skills to communicate difficult messages. The team were able to generate 
ideas to improve the consistency of their approach to BBN, and all consultées perceived the 
experience would lead to practice changes. I found the experience valuable in recognising my 
transferable skills applicable to delivering consultation.
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Advanced Competencies Placement: Clinical Health Psychology 
Overview of Placement Experience
Dates: October 2010 to September 2011 
Setting: Chronic Pain Management Service 
Summary o f  experience
Clinical work: Experience was gained of working within a multidisciplinary team alongside a 
clinical nurse, specialist physiotherapist and clinical psychologists in the assessment and 
intervention of people experiencing chronic persistent pain. I worked with a diverse range of 
clients (aged 16 to 85 years old) and completed individual, family and couple intervention 
work. I co-facilitated and led on group pain management programmes (PMPs) provided by 
the service. Clinical work was underpinned by CBT and Acceptance and Commitment 
Approaches, with an aim of teaching pain management skills and enhancing the quality of life 
of people with chronic pain.
Consultation and service development: I designed and conducted a focus group evaluation of 
service users’ experience of attending the service. Findings and recommendations were 
shared with the service and commissioners, and changes have already been implemented. I 
also provided consultation to the team on the design and development of visual materials used 
within the PMP.
Teaching and presentations: In addition to teaching on the PMP I presented findings from my 
Major Research Project to the service. I also gave a presentation about becoming a clinical 
psychologist at a careers in the health professions event to 6th form students and parents.
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Research Dossier
RESEARCH DOSSIER
The research dossier comprises o f the following: A research log, a Service Related Research 
Project (SRRP) undertaken in Year 1, an abstract from a qualitative project completed in 
Year 2, and finally, a Major Research Project (MRP) completed in Year 2.
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Research Log
1 Formulating and testing hypotheses and research questions ✓
2
Carrying out a structured literature search using information technology and 
literature search tools
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7
Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29
Submitting research reports for publication in peer-reviewed journals or 
edited book
y
30 Applying research findings to clinical practice y
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Service Related Research Project
Improving Access to Psychological Therapies: An Evaluation of 
Client Experience within a Primary Care Trust
Year 1 
July 2009
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Abstract
Background: The present study explores client experience of using an inner city Improving 
Access to Psychological Therapies (IAPT) service. The service comprised three “clusters” 
which provide IAPT services to three locations within one Primary Care Trust.
Objectives: To provide the service with client feedback on the experience of using their 
recently implemented IAPT programme, with a focus on satisfaction and perceived treatment 
outcome. The study aimed to provide service development recommendations.
Sample: All clients who had completed the IAPT Step 2 intervention at the service since the 
service began in January 2008.
Design: The study used a retrospective questionnaire design.
Measures: Fixed response and open-ended self-report questionnaire items, providing both 
quantitative and qualitative data. Total satisfaction and outcome scores were calculated as 
main outcome measures.
Method: Qualitative and quantitative analysis of the pre existing dataset collected from the 
questionnaires. Variations between clusters were also explored. Thematic analysis identified 
themes within clients’ comments.
Findings: Questionnaires had been completed by 77 clients (response rate of 73%). Overall, 
clients were found to have a high level of satisfaction across a number of service aspects and 
reported improvements following treatment. The main outcome scores did not differ across 
the clusters. Clients’ ideas for service improvement were collated and recommendations to the 
service for future data collection and analysis have been made.
Conclusions: The results of the new service were highly encouraging, and as the service 
continues to grow, it is hoped that client feedback and recommendations for data collection 
may facilitate further service development.
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Introduction
Background
Anxiety and depression can seriously impact upon people’s lives and ability to function. Of 
the six million people in the UK suffering from anxiety and depression less than a quarter 
receive treatment (DoH, 2008). National Institute of Health and Clinical Excellence (NICE) 
guidance recommends evidence based psychological therapies are offered such as Cognitive 
Behavioural Therapy (NICE, 2004, 2007). However, NHS psychological therapies are often 
unavailable or involve long delays (DoH, 2008).
Following significant Government investment, a national-roll out of local psychological 
therapies services aims to enable Primary Care Services to implement anxiety and depression 
NICE guidelines.
The Improving Access to Psychological Therapies (IAPT) programme began in 2006 
operating a stepped care model offering both low and high-intensity treatment. Step Two is 
described as low-intensity; generally involving guided self-help (GSH) delivered face to face 
or by telephone for a limited session number, Computerised Cognitive Behavioural Therapy 
(CCBT) or a combination of both. Graduate Mental Health Workers (GMHWs) play a key 
role in screening and low-intensity treatment delivery. Demonstration sites have found 
benefits for clients include improved health and well-being, high satisfaction and employment 
retention (Richards & Suckling, 2007).
Primary Care Trusts (PCTs) are responsible for commissioning IAPT services, ensuring 
appropriate standards are met. Routine outcomes measurement is a key characteristic of 
IAPT, the primary purpose being to improve people’s experiences and service benefits (NHS, 
2008). The IAPT routine outcome measuring tool (described as a minimum dataset) includes 
collection of data within the domain of client experience and satisfaction. The Patient 
Experience Questionnaire (PEQ, NHS 2008) is recommended by IAPT to assess satisfaction, 
administered towards treatment end. Exploring client experience is central in determining 
service quality, facilitating improvements to be made. Robert et al. (2003) illustrate how 
client experiences are a valuable resource in shaping services, offering a different perspective, 
challenging services’ assumptions, suggesting new ways of thinking and highlighting key 
priorities.
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Current study
In January 2008 a Psychological Therapy and Well-Being Service (PTWB) was 
commissioned to provide IAPT services in one inner city PCT. Initially, the service was 
provided to clients within one GP location or cluster. In 2009, two further clusters were 
implemented; extending IAPT services to additional trust locations. The service had routinely 
collected client experience data using their own questionnaire. The data had not been 
explored, underpinning the current study aims.
Aims and research questions
The overarching aim was to inform the PTWB service about clients’ experience of using the 
service, using their pre-existing questionnaire data. Furthermore, it was aimed to identify 
areas for improvement facilitating future decision making in local service development, 
particularly pertinent due to the formative stage.
Research questions:
How satisfied are clients with Step Two of the IAPT service?
What are clients’ perceptions of treatment outcome?
How might the service be improved?
The service also wanted to preliminarily explore whether differences existed by cluster on 
overall satisfaction and outcome scores, and sample and service characteristic variables.
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Method
Design
This study used a retrospective analysis of pre-existing client satisfaction questionnaires. 
Sample
Seventy-seven clients who completed Step Two of IAPT within the PTWB service between 
January 2008 -  May 2009 and returned questionnaires were included. Age groups ranged 
from 16 - 25 to 66+ and the sample majority were female (71%).
Measures
The service designed questionnaire contained 32 items using both fixed and open-ended 
responses (Appendix 1). The five questionnaire sections comprised basic information, 
service/treatment information, therapist evaluation, outcome evaluation, and general 
evaluation.
Five items explicitly explored satisfaction on a 4-point rating scale (‘very unsatisfactory’ -  
‘very satisfactory’) relating to satisfaction with; treatment option, referral, information 
provided, therapist, and satisfaction overall.
Four items tapping perceived outcome following treatment included coping ability, 
understanding of self, quality of life, and problem rating. These items were measured on a 5- 
point rating scale (‘definitely worse’- ‘definitely better’).
A number of open-ended questions were incorporated, for example; “Please could you give us 
any ideas on how we could improve the psychology service?”
Procedure
Ethical approval was not required due to the service evaluation remit. Clients were given or 
posted the questionnaire by their GMHW when treatment ended.
The researcher arranged access to the existing database, replacing client and cluster names 
with ID numbers to ensure anonymity.
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Analysis
Quantitative analysis
The data were analysed in SPSS version 16. Variations across the three clusters were 
explored using Fisher’s Exact Tests (FET) for categorical outcomes. This test was chosen as 
assumptions of the Chi-Square were not met. Staggered introduction of IAPT meant clusters 2 
and 3 comprised small numbers. Where possible, categories were collapsed to increase 
counts. Kruskal-Wallis tests were used to explore differences between clusters on variables 
considered ordinal in nature.
The five satisfaction items (questions: 13,17, 18, 21,31) were combined to provide an overall 
satisfaction score following confirmation of good internal consistency (Cronbach’s Alpha =
0.78). A maximum score of 20 indicated high satisfaction.
A total outcome score was calculated combining the four component items (questions: 24, 25, 
26, and 27). This scale also showed good internal consistency (Cronbach’s Alpha = 0.91), 
with a maximum score of 20 indicating the extent to which the client felt ‘better’.
Generally, the data was found not to be normally distributed. Therefore, Kruskal-Wallis tests 
were used to compare scores between clusters.
Qualitative analysis
Utilising qualitative methods to further explore satisfaction survey results has been suggested 
by Powell et al. (2004) as facilitating more critical service evaluation.
Thematic analysis was conducted on comments from all the open-ended questions, chosen as 
a meaningful and flexible method of identifying themes (Braun & Clarke, 2006). Content 
analysis describing themes with attached frequencies and qualitative analysis between clusters 
was considered as less meaningful due to small samples within two clusters.
The procedure for thematic analysis outlined by Braun and Clarke (2006) was followed. As 
recommended by Joffe and Yardley (2004), a coding framework was developed where each 
main theme was informed by the questions the researcher wanted to know (Appendix 2).
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Results
Sample characteristics
The response rate was 73% (n =106). Most respondents were from cluster 1 (n=54) with far 
fewer from clusters 2 and 3 (n=13 and n=10 respectively). Sample characteristics are 
presented in Table 1. The sample was predominantly female (71%) and White British (73%). 
The modal age group was 26-35 years and just over half were employed (55%). Gender was 
the only variable significantly associated with cluster (FET: 5.980,/? = 0.046), with more men 
in cluster 1 (37%) than in clusters 2 (8%) or 3 (10%).5
The majority of respondents (62%) rated anxiety as their primary problem with 22% reporting 
depression as primary. Over half the sample (57%) rated their problem as severe (See Figure 
1 and Appendix 5 for cluster breakdown).
No problem  Mild M o d era te  Severe  Disabling
Figure 1: Percentage responses for problem severity in overall sample.
5 All P values are presented in Appendix 3 & 4. With the exception of the main outcome 
scores of satisfaction and outcome, only p values < 0.05 are presented in the text due to report 
constraints.
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Table 1:
Response rate and sample characteristics overall and by cluster
Total Sample
N (%)
Cluster 1
N (%)
Cluster 2
N (%)
Cluster 3
N (%)
Response Rate 77/106 (72.6) 54/68 (79.4) 13/22 (59.1) 10/16(62.5)
Gender:
Male 22 (28.6) 20 (37) 1 (7.7) 1(10)
Female 55 (71.4) 34 (63) 12 (92.3) 9(90)
Age Group
1 6 -2 5 14(18.2) 11 (20.4) 2 (15.4) 1(10)
2 6 -3 5 23 (29.9) 16(29.6) 3 (23.1) 4(40)
3 6 -4 5 15(19.5) 10(18.5) 2(15.4) 3(30)
4 6 -5 5 11 (14.3) 8 (14.8) 1 (7.7) 2(20)
56 — 65 8 (10.4) 6(11.1) 2(15.4) 0 (0)
66+ 6 (7.8) 3 (5.6) 3 (23.1) 0(0)
Employment status:
Unemployed 12(15.8) 7(13) 4(33.3) 1(10)
Employed 42 (55.3) 30 (55.6) 5(41.7) 7(70)
Retired 8 (10.5) 5 (9.3) 3(25) 0(0)
Student 6 (7.9) 5 (9.3) 0(0) 1(10)
On sick leave 4 (5.3) 4 (7.4) 0(0) 0(0)
Other 4 (5.3) 3 (5.6) 0(0) 1 (10)
Missing 1 0 1 0
Ethnicity:
White British 54 (73) 39 (75) 9 (69.2) 6 (66.7)
Asian Indian 1 (1.4) 0(0) 0(0) 1(11.1)
Asian other 1 (1.4) 0(0) 0(0) 1 (H .l )
Black Caribbean 3(4.1) 2 (3.8) 0(0) 1 (H .l)
Black other 1(1.4) 1 (1.9) 0(0) 0(0)
White Irish 2 (2.7) 2 (3.8) 0(0) 0(0 )
White other 12(16.2) 8(15.4) 4 (30.8) 0(0 )
Missing 3 2 0 1
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Waiting tintes and treatment characteristics
A significant association was suggested for waiting time between opt-in and screening and 
cluster (FET: 10.668, p  = 0.005). A greater proportion of clients in clusters 2 (80%) and 3 
(71%) reported waiting 2+ weeks to be screened vs. 31 % in cluster 1 (See Figure 2 & 
Appendix 6).
H Upto 2 w e e k s  H 2 w e e k s  +
Total Sam pleCluster 3Cluster 2Cluster 1
Figure 2: Percentage responses of waiting time between opt-in to screening by cluster.
Considering waiting time between screening and treatment (Figure 3) a similar pattern 
emerged, however, evidence for an association with cluster was not found to be as strong 
(FET: 5.831,p  = 0.051).
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i l  Upto 2 w e e k s  H 2 w e e k s  +
Cluster 1 Cluster 2 Cluster 3 Total Sam ple
Figure 3: Percentage responses of waiting time from screening to treatment by cluster.
The sample majority (80%) received GSH, 13% received CCBT and 7% a combination of 
both. Seventy-seven percent of responders felt they were offered treatment choice, with 15% 
uncertain and 8% reporting no choice (Appendix 7 for cluster breakdown).
Satisfaction
The median satisfaction score was 19/20 (SD = 2.08), indicating high satisfaction. Scores 
ranged from 9 - 20, with 97% (67/69) of responders scoring 15 or more. A wider spread of 
scores was observed within cluster 3 (Table 2). Satisfaction scores did not significantly differ 
between clusters (H = 4.131, df= 2 ,p  = 0.127).
Evidence suggested non-significant differences in satisfaction scores between men and 
women (H = 0.651, df= \ ,p  = 0.420) or according to treatment type whether GSH, CCBT or 
both (H = 0.481, df= 2,p  = 0.786).
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Table 2:
Satisfaction scores
Total Cluster 1 Cluster 2 Cluster 3
N 69 47 13 9
Median 19 19 19 18
Sd 2.08 1.86 1.42 3.2
Range 9 - 2 0 15- 20 16- 20 9 - 2 0
Individual satisfaction item frequencies were provided in the service report (Appendices 8 & 
9). Further satisfaction indicators found most clients (86%) felt they received the right help 
and 89% said they would recommend the service (Figure 4).
Yes y  No y  Uncertain
Figure 4: Percentage who would recommend service to a friend.
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Client description o f  helpful/unhelpful elements
Thematic analysis identified a number of subthemes under the broad themes of what clients 
found helpful/unhelpful about the service, illustrated within a thematic map in Appendix 10. 
Themes are discussed briefly below with a fuller description of all themes available in the 
coding framework (Appendix 2).
Clients found learning new skills helpful, enabling them to increase their resources and 
feeling better able to cope; “I  feel able to cope with the issues I  had and have strategies for  
the future” participant-23. Respondents specifically mentioned CBT techniques, relaxation 
and assertiveness as useful skills.
Clients referred to support, mentioning feeling less alone, with the opportunity to talk and ask 
questions. Staff were viewed as professional and respectful; “I  was treated as an adult with 
intelligence to understand”participant-44. Signposting to other resources was identified as 
helpful.
Respondents felt the session content was well paced and tailored. Many clients reported 
session workbooks as helpful but a minority described the workbooks as vague, or even 
patronising.
Timing of appointments was reported as helpful by some although appointments also 
emerged as a subtheme of ‘unhelpful aspects’, including reference to lack of flexibility when 
fitting appointments around work.
Further unhelpful aspects included long waiting times, and difficulty with the referral process. 
Limited contacts and mode of contact were also identified as unhelpful. Some clients felt 
there were not enough sessions, and found telephone sessions awkward, or disconnected 
describing the telephone as a barrier to communication.
Outcome
The median outcome score was 18/ 20 (SD = 3), suggesting perceived overall treatment 
benefit. Scores ranged from 12 - 20 with 70% (38/54) of respondents scoring 17 or more.
Data suggested a wider spread of scores within cluster 1 (Table 3). Scores did not 
significantly differ between clusters (H = 3.349, d f -  2 ,p  = 0.187).
As with satisfaction, outcome scores did not significantly differ between genders (H= 0.404, 
df= \ ,p  = 0.525) or according to treatment type (H= 1.115, df= 2 ,p  = 0.573).
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Table 3: 
Outcome scores
Total Cluster 1 Cluster 2 Cluster 3
54 36' 10 8
Median " i f 17.50 18 19
..3 ...... 2.81 '2.37 " 1.25
Range 12^20" 12 -  20...... 1 4 - 2 0 ^
_ _ _ _ _ _
Frequencies for individual outcome items were additionally included in the service report 
(Appendices 11 & 12).
Client description o f  outcome
Seven subthemes were identified under the theme of ‘treatment impact’ (Appendix 13).
Clients reported feeling positive and hopeful. A strong theme of empowerment emerged; “It 
has been so empowering, I  feel deeply different about myself” participant-61. One described 
the empowering impact of knowledge; “I ’ve been shown I  can be a lot more pro -  active ” 
participant-65.
Further themes included increased participation in activities, having a better understanding of 
self; “/ feel it has ....improved my understanding o f myself in areas I  believed I  could never 
tackle” participant-61 and confidence in self and coping ability. Some clients felt they had 
gained a sense of perspective or life direction.
A minority of clients reported experiencing treatment challenges. One client said how 
“seeking help made me feel disloyal to my husband” participant-36. Others mentioned the 
effort therapy required and the challenge of treatment heightening difficulties; “CBTseems to 
have heightened my awareness o f negative thinking patterns” participant-55.
- 1 0 0 -
Research Dossier: Service Related Research Project
Service improvement
Under the theme of ‘service improvement’, six subthemes were identified (Figure 5). 
Subthemes reiterated by clients included increasing contacts, reduction in waiting times and 
appointment flexibility.
Service improvement
GP providing 
information
Increase
contacts
Appointment
flexibility
Facility
improvement
Reduce waiting 
time
Session
suggestions
Figure 5: Thematic map showing subthemes of service improvement.
In addition to suggesting increasing session number, clients felt telephone support and follow- 
up options might be useful.
Clients felt a reduction in waiting time was needed and suggested that flexibility of 
appointment times would be helpful to fit around work commitments; ‘‘Later times would be 
useful i f  you don’t want to alert work that you are attending” participant-72.
Considering session suggestions, one said it would have been helpful to “bring my parents 
along to one o f my meetings ” participant-21. Further suggestions included “a recap halfway 
through sessions”participant-37, follow up reading lists and workbooks covering a wider 
problem range.
The role of the GP and the importance of being informed before treatment was discussed;
“I t ’s always frightening to start something new, more information from my doctor would have 
given me more confidence to start” participant-45.
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Discussion
Overall, clients rated a high satisfaction level with the service and this is consistent with 
previous findings from an I APT pilot site (Richards & Suckling, 2007). Clients also perceived 
improvement following treatment. Satisfaction and outcome did not significantly differ 
between clusters.
Clients cited the support, staff, workbooks and skill learning as helpful. Although clients 
reported being satisfied, some unhelpful elements which were cited included waiting times, 
referral difficulties, limited contacts and appointment timing. This is supported by Powell et 
al. (2004) who emphasise that satisfaction scores are often contradicted by critical evaluations 
when experiences are explored in more depth. This demonstrates the value of open-ended 
items and the importance of not relying solely on scores.
Waiting time was identified by clients as an unhelpful service aspect which could be 
improved. With the exception of gender, waiting time was the only variable found to 
significantly differ across clusters. Cluster 1 clients reported being seen more quickly, 
possibly due to the sequential formation of the clusters, with teams in clusters 2 and 3 still 
establishing themselves.
Limitations
The sample was predominantly female and White British. Therefore, generalisability is 
limited and findings need to be interpreted with caution. The response rate was good (73%), 
but not everyone returned a questionnaire and those who did respond may not be 
representative of all clients using the service. This could be explored further by comparing the 
demographics of responders and non-responders. Responses across diverse client groups are 
necessary to inform meaningful service development, thereby increasing the access to and 
benefit from the service by other ethnic groups.
A positive response bias must also be considered as it is possible that dissatisfied clients who 
ended treatment early may not have completed the questionnaire. Ensuring anonymity may 
further help to increase responses from people who are more critical of services.
Findings exploring cluster variation should be interpreted with caution, due to small sample 
sizes. If the service wishes to consider variation between clusters with more certainty, these 
analyses should be repeated when more data is available.
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The report remit meant the depth of the thematic analysis was limited. If repeated, it may be 
valuable to conduct inter-rater comparisons to improve reliability of the coding framework 
(Joffe and Yardley, 2004). Qualitative data provides a rich source of information, providing 
insight beyond the rating data. The service may wish to conduct in-depth interviews to 
identify areas of dissatisfaction overlooked by the questionnaire (Powell et al, 2004).
Implications
Service delivery improvements
Clients provided valuable suggestions. Although waiting times, appointment flexibility and 
increasing contacts are highly pertinent, they may not be considered resolvable in the short­
term. Some suggestions including the provision of opportunities for significant others to 
attend sessions, session summaries and follow-up reading may be easier to address. The 
importance of GPs providing information regarding treatment was highlighted as valuable to 
the client experience. Providing information in physician consultations has been associated 
with increased knowledge and clients feeling more actively involved in decision making 
(O’Connor et al, 1999). Exploring GP experiences of the IAPT referral process may be an 
interesting topic for further research.
Questionnaire design
Recommendations were made to the service aiming to improve usability and quality of data 
collected (see Appendix 14) including changes to item wording and response categories. For 
example, response categories on the satisfaction scale might be reworded to avoid confusion, 
in line with those used in lAPT’s recommended PEQ. The inclusion of items assessing 
expectations might prove helpful, as it has been suggested that satisfaction research 
considering client’s expectations of health care facilitates more meaningful findings 
(Thompson & Sunol, 1995).
Data collection
Variation was observed in the procedure for data collection. It was recommended that staff be 
made aware of the protocol and the importance of facilitating a high response rate to ensure 
all client groups are represented.
Dissemination
A written report was provided to the service lead and the findings were presented to the wider 
team (See Appendix 15). It is hoped the service will build upon the findings and 
recommendations when considering future service development.
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Conclusions
Given the high rate of common mental health problems, IAPT and optimising service delivery 
is paramount. Findings evaluating client experience of an IAPT service within one PCT is 
encouraging, indicating that it was well received and associated with clients self-reported 
improvement.
As the IAPT service continues to develop, in line with government guidance it is vital that 
client feedback be routinely collected, ensuring a diverse range of groups are represented to 
inform meaningful service development.
Considering the national roll-out of IAPT services, it is important that lessons learned within 
PCT’s are shared and that client feedback is highly valued in this formative development 
stage.
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Appendix 1: Service Client Satisfaction Questionnaire Survey
Psychological Therapies in Primary Care
CLIENT SATISFACTION QUESTIONAIRE SURVEY
A. BASIC INFORMATION SECTION
D ate: Name (this is not compulsory):
Please tick the appropriate box to each question and if appropriate use the space provided 
for comments.
2. Your age group: D16-25 026 -35  036 -45  □46-55 Ü56-65 □ 66+
3. Are you: □  Unemployed Q  Employed Q Sick Leave (if so how long)...................
□Retired □ S tudent □O ther; please specify..........................................................
If you are claiming benefits please state what.................................................................................
4. Indicate the ethnic group you feel you belong to:
Ethnicity (please circle)
Asian indian Asian Pakistani Asian Bangladeshi Asian other Biack African 
Black Caribbean Biack other Mixed other combination Other Chinese Other
other White British White Irish White other Mixed-White and Asian
Mixed-White and Black African Mixed-White and Black Caribbean Not stated
5. What is your first language?
6. W hen you were referred to our service, what were your main problem/s (please num ber according 
to importance, e.g.; 1 being the main/primary problem, 2 being the secondary etc)
□Anxiety □ D epression  □ B ereav em en t □ R elationsh ips □ S e lf-esteem  
□ A n g er □W ork/A cadem ic □Living/W elfare □ P h y sica l Problems 
□ T raum a/A buse □ S u b s ta n c e  Use
□ O th e r  (please specify).................................................................................................... ....................................
7. How severe would you rate your problem s when you first sought input?
□D isabling □ S e v e re  □ M o d era te  □ M ild  [ ]N o  problem
B. BASIC SERVICE/TREATMENT INFORMATION
1. Gender: □  Male □  Female
Within 1 week 1-2 weeks 2-3 weeks 3 weeks +
8. P lease sta te  how long you waited between 
opting in and having a  screening appointment? □ □ □ □
9. P lease sta te  how long you waited after your screening 
before starting treatm ent? □ □ □ □
10, Overall what w as the  num ber of contacts/sessions that you received?
- 1 0 8 -
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11, What treatment did you receive? □ C c b t (Beating the Blues) Q C cb t (Fear Fighter)
□ G uided  Self Help (please state which workbook used .............................................................
□ G ro u p  (please indicate what).............................................................................................................
12, Did you feel you were offered a choice of treatm ents? □  Yes □  No □  Unsure
Very Quite Quite Very
Unsatisfactory Unsatisfactory Satisfactory Satisfactory
13, How happy are  you with treatment
option you received? □  □  □  □
14, Where/how did you receive treatm ent?
□ F a c e  to face only (please state location)..................................................... D F a c e  to Face & telephone
□ C om puterised  in a Kbrary □ T elephone  only
15, Treatment: Any Comments: (please use this space to add anything further)
16. Have you ever received therapy previously or considered this?.
Very
Unsatisfactory
Quite
unsatisfactory
Quite
Satisfactory
Very
Satisfactory
17. How satisfactory did you find the 
referral process?
□ □ □ □
16. How adequate w as the information □ □ □ □
you received from our service prior
to treatm ent?
19, W ere the appointment times convenient? (please Indicate below)
How satisfactory w as the overall number of contacts? (please indicate betow)
Any further com m ents.................................................................................................
C. EVALUATION OF THE THERAPIST
20. W ere you treated in the main part by one therapist? □ Y e s  D no
If not please indicate.....................................................................................................................................
21. How satisfied overall were you with your therapist?
□ V ery  Unsatisfactory □ Q u ite  Unsatisfactory □  Quite Satisfactory □ V ary  Satisfactory
Any further
com ments:........................................................................................................................... ...................... ...........
22. Did the therapist provide you with all the information you felt you required? 
□ Y e s  □  No (if no please give details)..............................................................
- 1 0 9 -
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23. Regarding the overall service, could you note any elements that you found particularly helpful or 
unhelpful or any suggestions you may have:
Helpful:..................................... ..............................................................................................................................
Unhelpful:
Suggestions:
D. EVALUATION OF OUTCOME
24. How are you coping now?
Definitely
worse
□
Probably
worse
□
Uncertain
n
Probably
better
D
Definitely
better
□
25. How is your understanding of yourself 
as a result of treatment? □ □ D □ □
26. How is the quality of your life a s  a  result 
of treatment? □ D n D D
27. How would you rate your problems now 
as a result of treatment? □ D □ □ D
28. Has the service you received affected you In anyway?
E. GENERAL EVALUATION
29, Did you get the right kind of help? 0  Yes □  No □  Unsure
30, Would you recommend our service to a friend with similar difficulties? Q Y es Q N o Q U nsure
31. Overall how satisfied are you with the Psychological Therapies Service?
□ V ery Unsatisfactory [jQ u ite  Unsatisfactory [UQutte Satisfactory QV ery Satisfactory
32. Please could you give us any ideas on how we could improve the Psychology Service...,..............
THANKYOU FOR COMPLETING THIS QUESTIONAIRE
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Appendix 3: Statistics exploring sample and service characteristics by cluster
Variable Test Value Df P- value
Sample demographics
Gender Fisher's Exact Test 5.980 - 0.046*
Employment status Fisher’s Exact Test 2.933 - 0.255
Ethnicity Fisher’s Exact Test 15.710 - 0.136
Age Kruskal -  Wallis H =1.69 2 0.428
Problem characteristics
Anxiety as primary 
(yes/no)
Fisher's Exact Test 0.312 0.934
Depression as primary 
(yes/no)
Fisher's Exact Test 0.739 0.831
Severity Kruskal -  Wallis H = 0.68 2 0.711
Service and treatment variables
Wait time between opt in 
and screening (< 2 
weeks, 2 weeks +)
Fisher's Exact Test 10.668 0.005*
Wait time between 
screening and treatment 
starting
(< 2 weeks, 2 weeks +)
Fisher's Exact Test 5.831 0.051
Number o f Sessions (< 4, Fisher's Exact Test 3.233 0.503
Treatment type Fisher's Exact Test 4.867 - 0.525
Modality o f treatment Fisher's Exact Test 3.088 - 0.525
Choice o f treatment Fisher's Exact Test 0.762 - 1.000
^Suggestion o f evidence fo r significance at the 0.05 significance level.
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Appendix 4: Statistics exploring indicators o f satisfaction and outcome by 
cluster
Variable Test Value Df P- value
Satisfaction
Total satisfaction score Kruskal -  Wallis H = 4.131 2 0.127
Receiving the right help 
(yes, no, unsure)
Fisher's Exact Test 2.231 0.405
Recommend to friend  
(yes, no, unsure)
Fisher's Exact Test 2.391 0.729
Outcome
Total outcome score Kruskal -  Wallis H = 3.349 2 0.187
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Appendix 5: Frequencies for primary problem, perceived severity and previous 
therapy for total sample and by cluster
Total Sample 
N(% )
Cluster 1 
N (%)
Cluster 2 
N (%)
Cluster 3 
N (%)
Primary problem
Anxiety 48 (62.3) 33 (61.1) 8(61.5) 7(70)
Depression 17(22.1) 11 (20.4) 3 (23.1) 3(30)
Bereavement 1 (1.3) 1 (1.9) 0 0(0)
Relationships 1 (1.3) 1 (1.9) 0 0(0)
Self esteem 5 (6.5) 3 (5.6) 2 (15.4) 0(0)
Anger 3 (3.9) 3 (5.6) 0 0(0)
Physical Problems 2 (2.6) 2(3.7) 0 0(0)
Problem severity
Disabling 3 (3.9) 3 (5.7) 0(0) 0(0)
Severe 43 (56.6) 29 (54.7) 9 (69.2) 5(50)
Moderate 27 (35.5) 18(34) 4 (30.8) 5(50)
Mild 3 (3.9) 3 (5.7) 0(0) 0(0)
No problem 0(0) 0(0) 0(0) 0(0)
Missing 1 1 0 0
Previous Therapy
Yes 34 (49.3) 25 (52.1) 5 (45.5) 4(40)
No 35 (50.7) 23 (47.9) 6 (54.5) 6(60)
Missing 8 6 2 0
- 1 2 0 -
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Appendix 6: Waiting time frequencies overall and by cluster
Total
N (%)
Cluster 1 
N (%)
Cluster 2 
N (%)
Cluster 3 
N (%)
Between opt-in & 
screening
< 2 weeks 38 (57.6) 34 (69.4) 2(20) 2 (28.6)
2 weeks + 28 (42.4) 15 (30.6) 8(80) 5(71.4)
Missing 11 5 3 3
Between screening & 
treatment
< 2 weeks 36 (51.4) 30 (60) 4(40) 2(20)
2 weeks + 34 (48.6) 20 (40) 6(60) 8(80)
Missing 7 4 3 0
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Appendix 7 :  Total sample and cluster frequencies o f treatment characteristic 
variables including choice o f treatment and whether clients would recommend
service
Total Sample 
N (%)
Cluster 1 
N (%)
Cluster 2 
N (%)
Cluster 3 
N (%)
Treatment characteristics
Number o f contacts
0(0)Less than 4 5(6.7) 4(7.7) 1 (7.7)
4 45 (60) 28 (53.8) 10 (76.9) 7(70)
More than 4 25 (33.3) 20 (38.5) 2 (15.4) 3(30)
Missing 2 2 0 0
Treatment type
CCBT 10(13.5) 10 (19.2) 0(0) 0(0)
GSH 59 (79.7) 38 (73.1) 11(91.7) 10 (100)
GSH + CCBT 5 (6.8) 4(7.7) 1 (8.3) 0(0)
Missing 3 2 1 0
Treatment modality
9(90)Face to Face 42 (56) 20 (38.5) 13 (100)
Face to Face & Telephone 24 (32) 23 (44.2) 0(0) 1(10)
Computerised in a library 
Computer, phone and face to
8 (10.7) 8 (15.4) 0(0) 0(0)
face 1 (1.3) 1 (1.9) 0(0) 0(0)
Missing
Perceptions of treatm ent
2 2 0 0
Treatment choice
Yes 56 (76.7) 40 (75.5) 9(75) 7(87.5)
No 6(8.2) 5(9.4) 1 (8.3) 0
Unsure 11 (15.1) 8(15.1) 2 (16.7) 1 (12.5)
Missing 4 1 1 2
Right help received
10 (100)Yes 65 (85.5) 43 (81.1) 12 (92.3)
No 0 0 0 0
Unsure 11(14.5) 10(18.9) 1 (7.7) 0
Missing 1 1 0 0
Recommend service
Yes 67 (89.3) 44 (84.6) 13 (100) 10 (100)
No 2(2.7) 2 (3.8) 0 0
Unsure 6(8) 6(11.5) 0 0
Missing 2 2 0 0
- 1 2 2 -
Research Dossier: Service Related Research Project
Appendix 8: Frequencies fo r  satisfaction items fo r  total sample and by cluster
Sat item: Scoring options:
Total
Sample
N (%)
Cluster 1
N (%)
Cluster 2 
N (%)
Cluster 3
N (%)
Very unsatisfactory 1 (1.4) 0(0) 0 (0 ) 1(11.1)
Referral Quite unsatisfactory 1 (1.4) 1 (1 9 ) 0(0) 0 (0)
process Quite satisfactory 25 (33.8) 17(32.7) 4 (30.8) 4 (44.4)
Very satisfactory 47 (63.5) 34 (65.4) 9(69.2) 4 (44.4)
Missing 3 2 0 1
Very unsatisfactory 1 (1.3) 0 (0) 0(0) 1(10)Information
VC> Quite unsatisfactory 0 (0) 0(0) 0(0) 0(0)I  f c ^ C c - t  V t s C i
n r  i n  t n Quite satisfactory 31 (41.3) 19(36.5) 5 (38.5) 7(70)fJ r  LUr LU
treatment Very satisfactory 43 (57.3) 33 (63.5) 8(61.5) 2(20)
Missing 0 0 0 0
Very unsatisfactory 2 (2.7) 0(0) 0 (0) 2(20)
Treatment Quite unsatisfactory 0(0) 0 (0) 0 (0) 0 (0 )
option Quite satisfactory 27(36) 23 (44.2) 2(15.4) 2(20)
received Very satisfactory 46(61.3) 29(55.8) 11 (84,6) 6(60)
Missing 2 2 0 0
Very unsatisfactory 1 (1.3) 0(0) 0 (0) 1(10)
Quite unsatisfactory 0(0) 0(0) 0 (0) 0 (0)
Therapist Quite satisfactory 13 (17.3) 12(23.1) 1 (7.7) 0 (0)
Very satisfactory 61 (81.3) 40 (76.9) 12(92.3) 9(90)
Missing 2 2 0 0
Very unsatisfactory 0(0) 0(0) 0 (0) 0 (0)
Overall Quite unsatisfactory 0(0) 0(0) 0 (0) 0 (0)satisfaction
with thp Quite satisfactory 28 (37.3) 21 (40.4) 4(30.8) 3(30)v v n r i  lY r c
service Very satisfactory 47(62.7) 31 (59.6) 9 (69.2) 7(70)
Missing 2 2 0 0
-  1 2 3 -
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Appendix 9: Percentage responses fo r satisfaction with service aspects
I Very unsatisfactory B  Quite usatis factory U Quite satisfactory B  Very satisfactory
81 .3
61.3
6 3 .5 62 .7
57 .3
T reatm ent  op t ion  Referral p rocess  Information
received prior to  
tr ea tm e n t
17.;
1.3 o 
Therapist
0 0
Overall 
sat isfact ion  with  
service
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Appendix 10: Thematic map illustrating subthemes o f helpful/unhelpful aspects
Helpful aspects Unhelpful aspects
Staff Support
Appointments
Signposting Session
Referral process
Waiting time
Appointments
Session structure &
Contacts (number 
and mode)
Learning skills & 
increasing resources
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Appendix 11: Frequencies for outcome items for total sample and by cluster
j Outcome item: Scoring options:
Total 
Sample 
N (%)
Cluster 1 
N (%)
Cluster 2 
N (%)
Cluster 3 
N (%)
Definitely worse 0(0) 0(0) 0(0) 0(0)
Probably worse 0(0) 0(0) 0(0) 0(0)
Coping ability Uncertain 13 (17.1) 11 (20.8) 2 (15.4) 0(0)
now Probably better 20 (26.3) 14 (26.4) 3(23.1) 3(30)
Definitely better 43 (56.6) 28 (52.8) 8(61.5) 7(70)
Missing 1 1 0 0
Definitely worse 0(0) 0(0) 0(0) 0(0)
Understanding Probably worse 0(0) 0(0) 0(0) 0(0)
o f self Uncertain 8 (10.7) 7(13.5) 1 (7.7) 0(0)
following Probably better 25 (33.3) 19 (36.5) 4 (30.8) 2(20)
treatment Definitely better 42 (56) 26 (50) 8(61.5) 8(80)
Missing 2 2 0 0
Definitely worse 0(0) 0(0) 0(0) 0(0)
Quality o f  life Probably worse 0(0) 0(0) 0(0) 0(0)
following Uncertain 15 (19.7) 13 (24.5) 1 (7.7) 1(10)
treatment Probably better 26(34.2) 19 (35.8) 5 (38.5) 2(20)
Definitely better 35 (46.1) 21 (39.6) 7 (53.8) 7(70)
Missing 1 1 0 0
Definitely worse 0(0) 0(0) 0(0) 0(0)
Rating o f Probably worse 0(0) 0(0) 0(0) 0(0)
problem now Uncertain 10(18.5) 9(25) 1(10) 0(0)
following
Vr*z-> /i/T /i /-> i / )  -f Probably better 25 (46.3) 14 (38.9) 6(60) 5 (62.5)IrCulJTlCYll Definitely better 19 (35.2) 13 (36.1) 3(30) 3 (37.5)
Missing 23 18 3 2
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Appendix 12: Percentage responses fo r  perceived benefits after treatment
c01"Oco
Q.
Is
£
l i  Probably w o r se  H Uncertain y  Probably b e tter  SI Definitely b e tter  
56 .6  56
Coping ability n o w  U nderstanding  o f  se l f  Quality of life P roblem  rating n o w
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Appendix 13: Thematic map illustrating subthemes o f treatment impact
Treatment impact
Feeling positive 
and hopeful
Enjoyment and 
participation in 
activities
Empowerment 
and control
Better 
understanding 
of self
Confidence in 
self and coping
ability
Gaining a sense 
of perspective 
or life direction
Treatment
challenges
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Appendix 14: Recommendations for questionnaire design improvements
Questionnaire item Recommendations that the service may wish to consider
Title ‘Client Satisfaction 
Questionnaire Survey’
It was felt the questionnaire encompassed more than purely 
client ‘satisfaction’, collecting important information on 
waiting time, type of therapy received, severity of problem and 
importantly client perception of outcome.
Therefore, it is recommended that the questionnaire may more 
accurately be re titled ‘Client Experience Questionnaire’, as at 
first glance (this would need to be further explored by the 
service in the future) it appears to broadly cover the majority of 
areas that IAPT recommend in the Patient Experience 
Questionnaire provided as part of the IAPT tool kit.
Items 8 & 9 
Waiting times
How the response categories for these two items are currently 
constructed means clients can rate themselves in the 1-2 weeks 
category OR 2 - 3  weeks category. This may skew the data 
received by the service, as someone who had a wait time of 2 
weeks could rate either response. Possible alternatives might 
include two categories (within 2 weeks, more than 2 weeks) or 
possibly to within 7 days, 8 to 14 days, 1 5 -21  days or 22 days.
Item 12: “ Please state which 
workbook used”
Clients consistently did not report this. When work books were 
reported, the names were sometimes unreadable. It might be 
helpful if tick box options were provided with the different 
work book titles.
Items 13, 17, 18, 21, & 31. 
Satisfaction items.
At present, the four main items tapping ‘satisfaction’ are on a 
four-point scale including very unsatisfactory, quite 
unsatisfactory, quite satisfactory and very satisfactory. These 
items are easy to misread. It was noticed that for the minority of 
clients who had indicated ‘quite unsatisfactory’, this did not 
seem to tie up with their overall satisfaction rating or their 
qualitative comments. Therefore, the research wondered if  the 
box for ‘quite unsatisfactory’ may have been ticked in error in 
these cases.
Furthermore, there is no ‘neutral’ option within the scale, 
meaning clients are given a force choice. This is not 
necessarily a problem per se; however, it is not consistent with 
the ‘outcome’ items which do provide a ‘neutral’ option.
Therefore, the service may want to rethink the wording/design 
of the satisfaction items, one possible option may be to use the 
scale provided in the IAPT PEQ of ‘very dissatisfied’,
- 1 2 9 -
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‘dissatisfied’, ‘Neutral/not sure’, ‘satisfied’, ‘very satisfied’. 
That way reducing ‘error’ is also more likely.
Item 19: “Were the 
appointment times 
convenient? How satisfactory 
was the overall number of 
contacts?”
This question currently as it stands has no pre-defined response 
format. It was felt by the researcher that this contained two 
separate questions, and might therefore be separated out and 
provided with a “Yes” “No” “Unsure” format for appointment 
times, and the above satisfaction scale for contact number.
Item 23: “Regarding the 
overall service, could you 
note any elements that you 
found particularly helpful or 
unhelpful or any suggestions 
you may have”.
When exploring the open-ended questions across the 
questionnaire, it was noticed that the ‘suggestions’ section of 
this question overlapped with the final question 32 asking for 
any suggestions/ideas for how the service could be improved. 
This meant that clients either repeated themselves, or wrote 
they had already said this, or missed out the final question 
having previously given suggestions in question 23. This is not 
necessarily a problem if the qualitative data is considered as a 
whole; however, if the service is eyeballing the suggestions for 
improvements it is important they consider both questions, not 
only the final question. It is recommended that it may be easier 
for clients to complete if the suggestions section of question 23 
is combined with question 32.
Item 28: “Has the service you 
received affected you in 
anyway?”
The wording of the question appears slightly ambiguous -  More 
guidance might be helpful to those completing this section of if 
the question was more specific (e.g. Please expand on how your 
felt or changes you may have noticed during or following 
treatment from the service).
Comparison to lAPT’s PEQ 
measure
Within the PEQ provided as part of the IAPT tool kit, when 
briefly compared in a purely descriptive comparison with the 
services’ own measure, it was noticed the PEQ included areas 
not covered in the service measure. These include items tapping 
satisfaction with waiting times (rather than asking what the 
waiting time was), whether or not there was sufficient time to 
think about what was offered before making a decision, the 
extent of involvement in decision making, feeling able to 
change mind following making treatment decisions and whether 
they were offered a choice of therapist/co worker. The service 
may want to further explore these differences which were only 
preliminarily done due to time constraints and remits of the 
service related research project.
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Appendix 15: Evidence o f findings being disseminated to team
From: XXX
Sent: Tuesday, February 23, 2010 3:47 PM 
To: Sippitt J Miss (PG/R - Psychology) 
Subject: RE: Client Experience Data
Dear Jo
Thank you very much for presenting your research to our team of Psychological Wellbeing 
Practitioners yesterday.
Your presentation was clearly and confidently delivered and was highly illuminating and 
encouraging to us all.
Good luck with the conclusion of your training.
Regards,
XXX
Psychotherapist and Cluster Lead XXXXX
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Background: Research highlights the difficulties and the high stress levels associated with the 
Clinical Psychology profession, and the impact of the training programme on trainees 
themselves. Wider evidence from the occupational literature suggests a number of factors 
influence the impact of stress, for example, social support and significant close relationships 
can reduce stress and strain for those in highly stressful occupations. However, this may 
impact negatively upon spouses and partners.
Objectives: No previous research was found which explored the impact of clinical psychology 
training on the partners of trainees. To address this identified gap the study sought to answer 
the following question: “What is the impact of clinical psychology training on the partners of 
those undergoing training?”
Sample: Participants were four male partners of current clinical psychology trainees (25 to 35 
years old).
Design and measures: Semi-structured interviews.
Methods: The interviews were conducted by the four researchers involved in the project. 
Interviews were audio taped, transcribed and subjected to interpretative phenomenological 
analysis which aimed to explore each individual experience.
Findings: Three master themes emerged: Compromise and coping, positives and 
expectations and finally, role. Findings suggested that the impact of the training experience on 
partners was a balance of both positive and more challenging aspects which involved 
compromise and coping to negotiate.
Conclusions: Preliminary findings suggest that the way in which partners of those 
undertaking training experience the positive aspects, and the approach they take towards 
compromise, may both be heavily influenced by partners’ initial expectations and perceptions 
of their role.
- 1 3 3 -
Research Dossier: Major Research Project
M ajor Research Project
Picturing pain: The role of imagery in the 
experience of chronic pain
Year 3 
July 2011
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Abstract
Background: Although clinical observations suggest people with chronic pain have pain- 
related imagery (PRI) there is little research exploring its impact.
Objectives: To explore PRI in people with chronic pain, assess the impact of evoking and 
drawing PRI on pain experience, and explore relationships between PRI and psychological 
variables found to play a role in the pain experience.
Sample: Adults (N = 90) with chronic pain were recruited from three pain services.
Design: Between-group experimental questionnaire design.
Methods: Participants were randomly allocated to the intervention (drawing a pain image; n = 
40) or control (n = 50) condition. All completed measures of PRI and pain experience.
Measures: Quantitative measures of pain experience (intensity, fear, catastrophising, 
acceptance) and PRI, and qualitative pain drawings.
Findings: Drawing an image had no impact on pain experience. Over half the sample (n = 49) 
reported PRI, largely experienced as negative. Having PRI was linked with greater 
catastrophising. Those who described images as interfering and eliciting negative emotions 
were more likely to report pain fear, catastrophising and lower acceptance. The drawings 
painted a vivid picture of pain as a threatening experience and reflected catastrophic 
perceptions.
Conclusions: Many people in chronic pain services have PRI. These images appear to be a 
non-verbal reflection of unhelpful cognitions, encapsulating emotions and underlying beliefs. 
Images may provide direct access to the emotional “heart” of pain. Image interventions may 
have potential to drive change by reducing negative pain cognitions and enhancing 
acceptance. Drawings provide a helpful tool in accessing pain images.
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Chapter one: Introduction
The introduction explores the complexities and challenges inherent within chronic pain and 
presents evidence for the role of psychological variables, hypothesising a role for imagery. 
Lessons to be learned from imagery advances in other domains will be described and existing 
knowledge of chronic pain-related imagery (PRI) discussed. The present study proposes to 
address an identified research gap by exploring PRI in people with chronic pain.
Chronic pain: Definition and challenges
Pain is defined differently depending on whether it is acute, or chronic. Acute pain has a 
survival function, signaling damage and prompting that action should be taken. Healing 
typically takes place within three months of tissue damage, after which pain would be 
expected to dissipate. In contrast, the International Association for the Study of Pain (IASP) 
defines pain as chronic when it “persists beyond the point at which healing would be expected 
to be complete, or occurs in disease processes in which healing does not take place. ” 
(Merskey & Bogduk, 1994, p. xi). Therefore, pain becomes chronic when it is experienced 
for three months or more. For many people this may have been years. There is no survival 
value in chronic pain, with the majority of chronic pain problems proving difficult to treat 
(Melzack, 2011).
A further difference between acute and chronic pain is that chronic pain can occur in the 
absence of tissue damage or pathology (IASP, Merskey & Bogduk, 1994), and is, therefore, 
not necessarily related to the extent of damage. For example, people often explain their pain 
as caused by degenerative changes identified on scans (e.g., herniated discs). However, these 
are considered normal age-related changes and as such many people identified as having 
herniated discs do not report pain (Jensen et al., 1994). This illustrates the importance of 
other processes at play and suggests a role for psychosocial factors.
Chronic pain is a common problem, with mean prevalence rates of 35.3%6 (range 10.5 - 
55.2%) found in one systematic review (Ospina & Harstall, 2002). The experience of chronic 
pain can include a variety of pain sensations alongside fatigue, anxiety, depression and 
disability, with a large impact upon quality of life. Chronic pain presents serious challenges 
for the person, their families and society (Vowles & McCracken, 2008), with financial 
implications of disability allowances, lost work days, healthcare costs and high levels of 
general practitioner visits (Breivik, Collett, Ventafridda, Cohen, & Gallacher, 2006; Gatchel 
& Okifuji, 2006). People typically experience a long journey of medical investigations and
6 Using the IASP definition
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treatments in search of an explanation and cure for their pain. This frequently does not 
provide the outcome people hope for, resulting in feelings of hopelessness, frustration and 
anger, with a significant proportion of those seen in services having become increasingly 
disabled over the years.
Further complexities include the “invisibility” of pain, and, therefore, how it is communicated 
to others. This poses a challenge for pain assessment and can leave people feeling 
misunderstood or not believed (Clarke & Iphofen, 2008). Biro (2010) identifies pain as an 
experience which challenges language like no other, describing how pain leaves people 
feeling “tongue-tied” and “blank”, with an “absence not only o f words to describe it but also 
o f ways to think about it” . As a consequence, pain is often portrayed as a private and lonely 
experience, and metaphor has been used to describe how pain erects a “wall” between the 
person and the outside world (Biro, 2010). Indeed, the experience of isolation emerged as a 
key theme within a review of the chronic pain literature (Newton, Southall, Raphael, Ashford, 
& LeMarchand, 2010). To begin making the pain experience into a shareable one, Biro draws 
upon his metaphor and describes how the focus needs to be upon breaking down 
communication barriers, thus removing “as many bricks as possible so that we might see 
through to the other side ” .
In summary, chronic pain is a debilitating and complex condition which brings people to seek 
help from a range of health care professionals. The quest for a medical cure can often 
become unhelpful, shifting the focus away from the need to accept and live with ongoing 
pain. Advances in the understanding of chronic pain identify a role for psychological factors, 
which will now be described.
The pain experience: Identifying pieces of the puzzle
Early biomedical models of pain emphasised a simple stimulus-response explanation, 
conceptualising pain as a sensation rather than a perception (see Melzack, 2011, for a review). 
Our modem day understanding of pain is very different. Revolutionary research advances 
support a shift away from a purely biomedical model towards an integrated bio-psychosocial 
approach in the perceptual experience of pain (Turk & Okifuji, 2002). From this perspective, 
pain can be likened to a puzzle with various interconnecting biological, social and 
psychological components which fit together to create an overall picture of a person’s pain 
experience.
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Within the bio-psychosocial approach, evidence demonstrates that social and cultural factors 
and how someone feels about, interprets and responds to pain plays a crucial role in the pain 
experience. Indeed, psychological factors have been found to predict pain-related disability 
(Turk & Okifuji, 2002). Three psychological process variables have received increasing 
research attention in chronic pain settings. These are the variables of pain acceptance, pain- 
related fear, and pain catastrophising. Each of these variables is presented below.
Pain acceptance: Living life despite pain
Pain acceptance focuses upon the person’s behaviour in relation to pain and involves 
“acknowledging that one has pain, giving up unproductive attempts to control pain....and 
being able to commit one’s efforts toward living a satisfying life despite pain ” (McCracken, 
1998, p. 22). Research consistently demonstrates relationships between acceptance and daily 
functioning in people with chronic pain. For example, higher acceptance in a sample of 
people with chronic pain (N = 160) was associated with lower pain intensity, less emotional 
distress and disability and better general function. Findings indicate that greater acceptance 
predicts better adjustment to living with chronic pain, independent of perceived pain intensity 
(McCracken, 1998). Evidence supports that acceptance is not only able to predict outcome, 
but is also a stronger predictor of disability and distress than other pain coping strategies 
(McCracken & Eccleston, 2003; 2006).
Pain acceptance has been referred to as one of the most promising factors in predicting 
functioning outcomes and pain intensity (Maurel et al., 2011) and has important intervention 
implications. Evidence suggests that acceptance-based approaches for chronic pain are 
effective in achieving significant improvements across various functioning domains, and for 
the pain itself (Vowles & McCracken, 2008).
Pain-relatedfear
Pain-related fear comprises both anxiety and fear responses to pain and has been suggested to 
underpin the acute to chronic pain transition, and to explain how chronic pain is maintained 
(Vlaeyen & Linton, 2000). Evidence supports a role for pain-related fear and demonstrates 
this process to be one of the most powerful predictors of self-reported disability, better than 
biomedical indicators and pain intensity (see review by Vlaeyen & Linton, 2000). Indeed, it 
has been argued that “fear o f pain and what we do about pain may be more disabling than the 
pain itse lf’ (Waddell, Newton, Henderson, & Somerville, 1993, p. 64).
A number of self-report measures have been developed to assess pain-related fear. However, 
such measures have their limitations, being criticised for not exploring the nature of what is
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feared. Morley and Eccleston (2004) in their chapter ‘The Object o f Fear in Pain ’ draw upon 
available literature and anecdotal clinical experience reports to identify a wide range of pain- 
related fears. These include fears of the following: the pain itself, re-injury, movement, 
threats to identity, the impact upon social relationships and fears of future disability.
Pain catastrophising: Thinking negatively about the pain
Pain catastrophising has been defined as “an exaggerated negative mental set brought to bear 
during actual or anticipated painful experience” (Sullivan, 2009, p. 4). The person who 
experiences this catastrophic thinking or exaggerated worry about pain may tend to magnify 
and focus upon pain sensations (e.g., “I  worry all the time about whether the pain will end 
and I  can’t seem to keep it out o f my mind.7”) Research indicates that catastrophic thinking 
increases attentional demand to pain, with the person finding it difficult to disengage, thereby, 
heightening the pain experience (Van Damme, Crombez, & Eccleston, 2004). In people with 
chronic pain, catastrophising has been associated with higher pain intensity and greater 
distress and disability (Severeijns, Vlaeyen, Van den Hout, & Weber, 2001). Significant 
relationships have been found between pain-related fear and pain catastrophising, with both 
variables suggested to predict disability in people with chronic pain (Peters, Vlaeyen, & 
Weber, 2005).
Understanding how pain becomes chronic: A fear-avoidance model
The role of pain-related fear and catastrophising in understanding how pain becomes 
disabling and chronic is proposed within a fear-avoidance model (Vlaeyen & Linton, 2000). 
This model describes a vicious cycle of fear-avoidance, where a pain experience is interpreted 
as threatening and is negatively appraised (pain catastrophising) which leads to the emergence 
of pain-related fear. Therefore, catastrophic cognitions are suggested to be a precursor of 
pain-related fear. The person becomes hypervigilant to pain sensations, and engages in 
avoidance behaviours (e.g., reducing physical movement) to lessen the perceived threat. In 
turn, this results in bodily deconditioning, disability, depression and the chronic nature of 
pain. In contrast, the model proposes that when pain is not appraised as catastrophic, fear is 
not present and the person continues to engage in activities which lead to recovery.
Research exploring activity patterns of people with chronic pain lends support to the fear- 
avoidance model, finding that avoidance of activity is associated with greater distress and 
physical disability (McCracken & Samuel, 2007). The model underpins current cognitive 
behavioural therapy (CBT) pain management interventions, with findings from a meta-
7 Items taken from The Pain Catastrophising Scale (Sullivan, Bishop, & Pivik, 1995)
- 1 4 4 -
Research Dossier: Major Research Project
analysis of randomised controlled trials supporting its effectiveness (Morley, Eccleston, & 
Williams, 1999). Furthermore, CBT for chronic pain has found changes in catastrophic 
thinking to significantly predict change in treatment outcome measures (Vowles, McCracken, 
& Eccleston, 2007).
Despite evidence supporting an important role for acceptance in the pain experience, as yet, it 
has not been directly implicated within the fear-avoidance model. However, the finding that 
greater acceptance of pain is associated with lower pain-related anxiety and avoidance and 
less disability in a chronic pain sample (McCracken, 1998), suggests that acceptance may act 
as a protective factor. McCracken and Eccleston (2003) speculate that acceptance and pain 
catastrophising may be intricately linked, hypothesising that greater acceptance may reduce 
tendency to catastrophise. It is possible that those who are more willing to accept their pain 
place less threatening appraisals upon pain sensations, thus, becoming more likely to engage 
with activities. This may break the vicious cycle of fear-avoidance.
Limitations of the fear-avoidance model have been acknowledged, and Vlaeyen and Linton 
(2000) recognise that the origins of pain-related fear warrant further attention. Furthermore, 
the longitudinal validity of the model has been questioned, with a prospective study finding 
lack of support when using the model to predict long-term outcome in people with acute 
lower back pain (Sieben et al., 2005). Although acknowledging design limitations within 
their study (e.g., under representation of highly fearful participants), in light of the findings 
Sieben et al. (2005) propose the fear-avoidance model alone may not be sufficient to explain 
how pain becomes chronic.
Adding a role for pain-related imagery
To improve the influential fear-avoidance model’s validity and practical application to 
chronic pain management, it has been suggested that important lessons can be learned from 
theoretical and treatment advances emerging from anxiety research (Jamani & Clyde, 2008). 
Such advances include the implication of imagery as an important cognitive process in the 
maintenance of anxiety difficulties. Drawing upon this knowledge and informed by their 
clinical experience, Jamani and Clyde (2008) hypothesise that pain images are relevant to 
pain-related fear. Jamani and Clyde refine Vlaeyen and Linton’s (2000) fear-avoidance 
model to incorporate the role of imagery in catastrophic pain appraisals, suggesting this to be 
important in the maintenance of threat perceptions (see Figure 1). The hypotheses are made 
tentatively, identifying the role for imagery in chronic pain as a neglected research area.
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In the moment
Over time
(Pain-related) fear
Safety seeking 
behaviours (direct 
avoidance/escape)
Physiological arousal
Pain onset (Injury/ 
organic pathology)
Pain experience
Catastrophic cognitions 
(Images/thoughts)
Deconditioning, 
depression and 
disability
Figure 1: A revised fear-avoidance model of chronic pain. Vlaeyen and Linton’s (2000) 
model as adapted by Jamani and Clyde (2008, p. 7) to incorporate images within catastrophic 
cognitions.
In summary, the psychological variables of pain acceptance, pain-related fear and pain 
catastrophising can be understood to play a role within a fear-avoidance model of chronic 
pain. Refinements to this model suggest the addition of images may further enhance its 
validity. The rationale underpinning a role for imagery will now be presented.
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Is imagery a missing piece of the puzzle?
A world o f  imagination: Features o f  imagery
Imagery is a cognitive process which comprises the mental images, memories or pictures that 
people “see” in their minds. An image can be defined as “a mental representation o f 
something not by direct perception, but by memory or imagination ” (HarperCollins, 1995). A 
review of the evidence largely drawn from anxiety research and practice (Hackmann, James,
& Holmes, 2011) suggests images can be deliberatively retrieved or can be involuntary (i.e., 
uninvited). Images might be fleeting or more lasting, literal or metaphorical and can reflect 
perspectives from the past, present or future. Images may be pleasant, or may be unwanted 
negative images causing distress. These are often referred to as intrusive images and can be 
experienced as day-time (intrusions into waking life) or night-time imagery (e.g., dreams). 
Intrusive images are typically vivid and stable over time (Rachman, 2007). Although 
primarily visual in their modality, images may include auditory, smell and taste sensations 
(Speckens, Hackmann, Ehlers, & Cuthbert, 2007).
Imagery has been found to feature across a range of psychological difficulties (Brewin, 
Gregory, Lipton, & Burgess, 2010). For example, images relating to particular presenting 
concerns are prevalent in people with Bulimia Nervosa (Somerville, Cooper, & Hackmann, 
2007), Body Dysmorphia (Osman, Cooper, Hackmann, & Veale, 2004) and Depression (Patel 
et al., 2007). Anxiety research indicates images to occur in people with Social Phobia 
(Hackmann, Clark, & McManus, 2000), Health Anxiety (Muse, McManus, Hackmann, 
Williams, & Williams, 2010) and Obsessive Compulsive Disorder (OCD) (Speckens, et al.,
2007). Furthermore, the re-experiencing of events through recollections of intrusive images 
and memories is regarded as a feature of Post Traumatic Stress (American Psychiatric 
Association, 1994).
The value of imagery as a cognitive process is not new. A historical review identifies the use 
of imagery as a mechanism for psychological change to date back to ancient shamanic healing 
practices, with the therapeutic role of imagery recognised in early psychotherapeutic 
approaches (Edwards, 2011). In the development of Cognitive Therapy, Beck (1976) advised 
practitioners to explore both verbal and visual cognitions to generate a deeper understanding 
of emotional distress. Despite this, imagery has received less focus in practitioner training, 
practice and research than verbal processes.
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Hackmann and colleagues put forward a compelling argument for enquiring about and 
working with imagery (Hackmann, 1998; Hackmann, et al., 2011). The authors liken images 
to “compact meaning capsules,” encapsulating vast amounts of information and providing 
“clues” to the person’s appraisals and beliefs. Features of imagery generate important 
insights, for example, the perspective taken in the image (i.e., the first person or observer 
perspective) can be of clinical significance. Images which take an observer perspective (as if 
seen through the eyes of another) have been suggested to increase anxiety and remove a sense 
of agency, leaving the person feeling helpless and alienated (Hackmann, et al., 2011). 
Furthermore, images are typically highly emotive and thus provide ^potential hot spots for  
therapeutic intervention” (Hackmann, et al., 2011, p. 34). Experimental research suggests a 
special relationship exists between imagery and emotion, with images associated with greater 
anxiety than verbal thoughts (Holmes & Mathews, 2005).
Semi-structured interviews have typically been used in anxiety research to systematically 
explore imagery (e.g., Hackmann, et al., 2000; Hackmann, Surawy, & Clark, 1998). Findings 
indicate that people who are socially anxious report significantly more spontaneous and 
negative images versus non-anxious controls. Image prevalence in people with social phobia 
is high, with all participants in one study reporting images when asked to recall past social 
situations where they had been anxious (Hackmann, et al., 1998). Research has also found 
people with health anxiety to report recurring images, with image content including themes of 
death and reflecting catastrophic thinking (Muse, et al., 2010). For example, Muse et al. 
(2010) found one participant reported an image of themselves dying, likening it to be 
something out of a film portraying “lots o f screaming and crying” .
Intrusive images have begun to receive interest within the arena of physical illness. Whitaker, 
Brewin and Watson (2008) found intrusive cognitions (both visual and verbal) to be 
associated with greater anxiety and poorer coping in men with prostate cancer when 
comparing anxious and non-anxious matched controls. However, the impact of, and 
differences between visual and verbal cognitions were not explored in depth. Building upon 
their previous findings, a subsequent study found verbal intrusions and images to be equally 
prevalent in a sample of people with cancer, and visual intrusions were associated with 
greater distress (Whitaker, Watson, & Brewin, 2009).
It is suggested that the way in which an image is interpreted influences emotional and coping 
responses, and can maintain anxiety difficulties. For example, images perceived as 
threatening may be followed by behavioural responses to reduce the threat (i.e., avoidance of 
an anxiety provoking situation). This response prevents the person from updating the image
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(Hackmann & Holmes, 2004), therefore, the image remains threatening. In addition, people 
may also avoid the image itself (Rachman, 2007). Advances in the treatment of anxiety 
problems provide support for the role of imagery, with interventions aimed at updating and 
modifying images found to be helpful (Wild, Hackmann, & Clark, 2008).
In summary, images are visual cognitions which consist of emotive material and provide 
important insights into underlying beliefs. Unhelpful responses to imagery (e.g., avoidance) 
can contribute to the maintenance of difficulties and highlights avenues for intervention. In 
the discussion which follows, attention is turned to the potential role of imagery in conveying 
important physical illness beliefs.
Meaning in pictures: Accessing illness beliefs and perceptions
“Might it be meaningful to allow a pain sufferer to express what they see in their 
mind’s eye?” (Pither, 2002, p. 570)
Jamani and Clyde (2008) draw upon their clinical practice observations to illustrate how 
people with chronic pain use metaphor and imagery when describing pain. For example, “my 
bones are crumbling, rotting away ” and “I  see myself in a wheel chair in five years time ” . 
Jamani and Clyde argue that imagery is a “powerful cognitive process in pain-related fear 
which, similar to negative and catastrophic thoughts, plays a part in the maintenance o f the 
perception o f threat” (p.6). Such observations imply that how people see pain in their mind’s 
eye may contain salient information about their perceptions of pain. The relevance of this 
information and research which suggests perceptions are reflected in condition specific 
imagery will now be explored.
Understanding someone’s illness beliefs and how they understand their condition (referred to 
in the literature as illness representations), has important implications for adjustment (Petrie, 
Broadbent, & Kydd, 2008). The common-sense model of illness, based upon a self- 
regulatory approach, describes how people develop common-sense beliefs and illness 
representations in an attempt to cope with illness and respond to threat (Leventhal et al.,
1997). These are suggested to cluster around five components which comprise disease 
identity (i.e., symptoms and labeling), time line (i.e., duration), consequences, causes and 
controllability. For example, beliefs about a condition’s cause and the extent to which it can 
be controlled are likely to influence help seeking and behaviour.
Evidence supports an important role for illness beliefs in chronic pain (Turk & Okifuji, 2002). 
It is suggested that pain cognitions (verbal and visual) are activated by underlying beliefs
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(Wintercrowd, Beck, & Gruener, 2003). For example, Rachman (2007) cites clinical 
experience examples of future fear directed PRI, reflecting concerns of increasing disability 
and the need for care. In a more detailed discussion of PRI in chronic pain (mainly based on 
anecdotal reports), Wintercrowd et al. (2003) describe images as vivid and catastrophic, with 
four image “types”. These typically comprise images of the pain itself, the person in pain, 
relationships with others (e.g., being misunderstood) and finally, images of a future with pain.
Thinking about PRI in this way underpins how images may exert a powerful impact upon 
adjustment to chronic pain (Wintercrowd, et al., 2003), and provide a “way in” to explore 
pain perceptions. For example, should someone experience an image of being in a wheelchair, 
derived from a belief their bones are crumbling, avoiding activity would be an understandable 
response. Informed by the revised fear-avoidance model (Figure 1), such an image might 
enhance understanding of how the person could become increasingly debilitated over time.
Accruing evidence suggests images associated with illness conditions can be accessed by 
drawing. This process provides pictorial representations which reflect idiosyncratic illness 
perceptions (Guillemin, 2004). Studies have included pictorial representation of heart failure 
(Reynolds, Broadbent, Ellis, Gamble, & Petrie, 2007) cancer (Harrow, Wells, Humphris, 
Taylor, & Williams, 2008), headaches (Broadbent, Niederhoffer, Hague, Corter, & Reynolds,
2009) myocardial infarction (MI) (Broadbent, Petrie, Ellis, Ying, & Gamble, 2004) and 
chronic pain (Henare, Hocking, & Smythe, 2003).
Research suggests pictorial representations of condition specific images are associated with 
future recovery. When MI patients8 were asked to draw what they thought had happened to 
their heart, the extent of damage drawn predicted recovery better than medical indicators 
(Broadbent, et al., 2004). In a study of heart failure patients, damage as assessed through 
heart drawings was strongly associated with depression (Reynolds, et al., 2007). Drawings 
from headache sufferers provide further support (Broadbent, et al., 2009), with larger 
drawings associated with worse outcomes, including higher pain. Broadbent et al. (2009) 
hypothesise drawing size may represent the relative importance of the condition to the person.
8 Where the researcher uses the term “patient” in the report this reflects the terminology used by the 
cited authors, clinicians and pain services when referring to people seen in physical health care settings. 
People with chronic pain who took part in the present study will be referred to as “participants.”
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Exploring pain-related images in people with chronic pain
A literature search revealed no published studies which systematically explore the presence of 
PRI in chronic pain populations. Despite this, clinical experience observations from 
practitioners working in the field, unpublished studies and qualitative explorations of pictorial 
pain image representations indicate that some people with chronic pain do experience PRI. 
Two unpublished studies using study specific PRI questionnaire items indicate prevalence 
rates of 23% (Gillanders, Potter, & Morris, 2011) and 39% (Gosden, 2008) in samples of 83 
to 105 people with chronic pain. In addition to prevalence rates, Gillanders et al. (2011) found 
people who reported PRI had higher catastrophising versus people who reported no images. 
However, the authors reflect upon the inadequate measure of imagery used, which simply 
asked people to respond with a binary Yes or No response to the question some people report 
having mental images/and or pictures o f their pain, do you have these?
Gosden’s (2008) study builds upon the above findings and addresses limitations to some 
extent by including items exploring image characteristics (e.g., vividness, frequency, 
interference, controllability) and providing a definition of imagery. Participants were also 
asked to describe the image in words. Images were reported as moderately distressing, 
interfering and controllable. A theme of attack and future catastrophe was found in the 
written descriptions. In a critique of their work, the authors (Gillanders, et al., 2011; Gosden,
2008) acknowledge the low response rates (22 -  23%) and emphasise the lack of valid and 
reliable measures, highlighting a need for future research to develop ways of measuring PRI.
Asking someone to verbally articulate PRI is one way of accessing this information. Limited 
but emerging research exists using pictorial representations (through the mediums of drawing 
and photography) to explore how people see their pain. Drawing has been advocated as a 
valuable visual tool in the exploration of illness perceptions: “Drawings, like other forms o f
visual imagery, are about how people see the world a visual record o f how the drawer
understands his or her condition at that particular place and time” (Guillemin, 2004, p. 275). 
As there exists no objective measure of pain, people need to be enabled in finding a way to 
communicate this complex experience to others (Maclean, 2009). For some, it may be that 
the use of visual methods are more accessible (Guillemin, 2004).
Pain can be challenging to communicate, and has been suggested to be so due to the 
complexity of pain which defies language (Biro, 2010). It is argued that a visual language for 
pain has the potential to break down communication barriers between health professionals 
and their patients (Pither, 2002). The use of drawings as a communication tool has been 
explored within the context of a chronic pain clinic, with participants (N = 27) asked to bring
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a drawing of their pain to their consultation (Maclean, 2009). A large proportion (85%) found 
the drawings enabled them to better communicate their pain (e.g., felt less worried, enabled 
more description). Many participants (60%) reported the drawings had created discussion 
with others in their social networks, suggesting wider implications for aiding the person to 
communicate the pain experience beyond the consulting room. It was further reported that 
the process empowered participants to enhance the professional’s understanding of the pain.
Photographic representations of pain have also been used to facilitate communication, thus 
providing a visual language for pain. Padfield, a photographic artist (who has experience of 
chronic pain herself), worked alongside ten people with chronic pain to co-create 
photographic images which expressed the person’s pain experience (Padfield, 2002). 
Participants discussed the resulting photographs with a pain consultant. Although a thorough 
qualitative analysis was not conducted, what appeared to emerge were themes of isolation, 
fear and lack of control. Participants felt the images enabled them to feel believed and 
objectified pain, and for some, provided a sense of control and hope for the future. Padfield 
(2003) provides anecdotal reports to suggest health professionals found the images helpful, 
with the images enhancing understanding of why people feared specific movements.
In building a picture of chronic pain, the literature, albeit sparse, provides preliminary 
evidence to suggest that people with chronic pain do experience PRI. Exploring PRI (e.g., 
through drawing) may not only provide access to illness beliefs, but may also enhance 
communication. In the following section, the therapeutic potential of working with these 
images is explored.
Imagery as a powerful therapeutic tool
It is recommended that PRI be assessed to enhance a formulation of the person’s presenting 
problem (Jamani & Clyde, 2008). In addition to formulations in the wider context of the 
problem, practitioners are being encouraged to consider the use of a “micro-formulation” 
which focuses upon the impact of particular images (Hackmann, et al., 2011). Incorporating 
images into formulation has the potential to guide interventional work with images (see 
Hackmann, et al., 2011 for a taxonomy of imagery techniques). In light of the evocative 
nature of imagery, it is hypothesised that working directly to transform an image is more 
likely to result in a significant shift versus challenging verbal thoughts alone (Hackmann,
1998). To date, no research has evaluated pain-related image interventions in chronic pain. 
Based upon findings from other domains, possible pathways via which PRI interventions may 
be anticipated to have an impact will now be presented.
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Metaphors: Building bridges
Metaphors are rich with visual imagery, having been described as “complete visual 
packages ....They can be the distillate o f hours o f therapeutic work” (Hovanec, 2003). The 
meaning of metaphor refers to “a figure of speech” in which we use meaning from one idea 
which is more easily understood to mirror another. Across a range of different therapy 
orientations including CBT and Narrative Therapy, the helpfulness of metaphors are 
increasingly acknowledged. Within CBT, metaphor is described as a powerful companion 
throughout the therapy journey (Stott, Mansell, Salkovskis, Lavender, & Cartwright-Hatton,
2010). Stott and colleagues (2010) draw upon the literature to propose that metaphors aid 
expression, communicate complex information and enable the person to “paint” a picture of 
their experience beyond the realms of literal language.
What makes metaphors so powerful? Stott et al. (2010) describe a working theoretical model 
in which the use of an easily “grasped” metaphor can be integrated with an abstract 
experience (i.e., relating to the problematic concern) to “build a cognitive bridge”. This 
bridge leads to a reframe of perspective, enabling an alternative world view to be formed and 
a vivid image to be created. This image then provides a “therapeutic hook” upon which to 
hang future work, and creates a shared language which enhances therapeutic relationships.
In people with chronic pain it has been suggested that the use of metaphors can enable the 
person to communicate and objectify pain (Biro, 2010). Identifying metaphors within the 
person’s PRI (or generating metaphors as a therapeutic tool) has the potential to not only 
gather and impart information, but also to inform formulation and aid intervention.
Drawing images: Making sense out o f chaos
In addition to the use of drawing as a means to access illness perceptions, the act of drawing 
itself has been advocated a powerful tool, facilitating a process of reflection and sense making 
(Guillemin, 2004). A drawing creates a tangible visual product, enabling the person to make 
sense of an experience which might be perceived as chaotic, complex and abstract. 
Furthermore, it has been suggested that bringing an image into awareness and reflecting upon 
it without further intervention can alone be therapeutic, sometimes resulting in spontaneous 
cognitive change (Hackmann, et al., 2011).
Findings from the limited but growing literature provide encouraging support for pictorial 
pain representation as a meaning making process, with reports that drawing pain can help 
people to reflect upon and clarify their chronic pain (e.g., Maclean, 2009). In a qualitative
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study where participants were invited to create a visual image of their chronic pain in art form 
(Henare, et al., 2003), one participant reported the following:
“As I  started drawing myself, I  started to relate very personally to myself and I  
thought, how does this feel to me? Where is my pain? What does it mean to my life?...
I  realised then that yes it’s a journey and that just clarified it. I t ’s a media that has 
been able to clarify ” .
Externalising the problem
Within Narrative Therapy, working with a visual representation of a problem may be 
experienced as therapeutic through the process of externalisation. This is described as a 
creative means of encouraging someone to see the problem as separate from themselves, and 
to consider their relationship with it (White & Epston, 1990). The person themselves are not 
understood to be the problem, the problem is the problem. The approach can reduce blame 
and enable a more helpful stance to be taken (Freeman, Epston, & Lobovits, 1997). This 
process is reflected by Padfield (2003) when describing her experience of creating a pictorial 
image of her pain: “(the image) externalized something o f my inner experience o f pain, thus 
reducing the intensity o f my personal relationship to it” .
An example of a technique (“Shrinking the Monster”) which draws upon externalisation as its 
theoretical underpinning has been developed for use in people with Multiple Sclerosis (MS). 
People create a visual image of what MS would look like if it were separate to them, with an 
aim of empowering the person to shrink the monster’s impact on their life (Johnson, 2008). 
Anecdotal feedback suggests this intervention is helpful; however, there is no known research 
to date evaluating its effectiveness.
Image transformation: Painting an alternative picture
Image based interventions have been described using the language of metaphor: “I f  the image 
was a painting, we would be working directly on the canvas interacting with the image itself 
in some way - such as examining the picture, repainting the parts o f it” (Holmes, Amtz, & 
Smucker, 2007, p. 301). One approach discussed within the context of Cognitive Therapy is 
image transformation (Hackmann, et al., 2011; Wintercrowd, et al., 2003). This aims to 
reduce the threatening image content and meaning. Research attention upon transforming (or 
rescripting) intrusive images in people with psychological difficulties has led to ground 
breaking developments (Holmes, et al., 2007, p. 301). Transformation involves two 
techniques: Transforming a negative image into a more positive image (e.g., extending the
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image past the feared point), or generating a new positive image. Both techniques aim to 
address the person’s catastrophic cognitions and unhelpful beliefs (Holmes, et al., 2007).
Evidence for image transformation demonstrates promising results, however, is limited due to 
small sample studies with lack of comparison groups. Preliminarily findings have found the 
method successful at achieving significant improvements in people with depression (N = 10) 
(Brewin et al., 2009), social phobia (N = 11) (Wild, et al., 2008) and psychological difficulties 
following cancer (N = 1) (Whitaker, Brewin, & Watson, 2010), with effects maintained at 
longer term follow-up. In the pilot study of people with social phobia, one session of image 
transformation significantly reduced image distress and anxiety in feared social situations at 
one week follow-up (Wild, et al., 2008). Replication in larger samples with longer follow-up 
periods is required. However, these findings have potential applications for working with PRI 
and support hypothesised intervention pathways. In their practice article, Jamani and Clyde 
(2008) propose that direct PRI work can lead to cognitive change by altering the meaning in 
distressing images.
To illustrate the value of image based work, Jamani and Clyde (2008) present a case study of 
Mrs G, a fifty year old woman with a long history of chronic pain who never walked unaided 
and would avoid stairs where possible. Mrs G had images of herself lying at the bottom of 
the stairs on her back paralysed. Therapeutic work included Mrs G continuing the image past 
the feared point, visualising herself walking away. Mrs G was also helped to recognise that 
her image was open to change. The intervention significantly reduced image frequency, 
associated image distress, pain-related fear, catastrophising and reliance on walking aids. 
However, due to the case study nature and confounding variables (e.g., the use of other 
techniques in adjunct to image transformation) it is not possible to determine the sole 
contribution of the image work. Despite this, such clinical experiences have promising 
implications. Image interventions may provide opportunities for catastrophic images to be 
updated, thus impacting upon the vicious cycle of fear-avoidance in chronic pain.
- 1 5 5 -
Research Dossier: Major Research Project
Current study
Preliminary findings from the chronic pain literature indicate that there is reason to believe 
some people with chronic pain have PRI. It is further suggested that these images may have a 
valuable role to play in communicating a person’s perceptions of the complex chronic pain 
experience. The literature indicates that paying attention to these images may be beneficial at 
various points on the journey of being seen in services, with implications for enhancing 
assessment and formulation, and directing intervention.
Clinicians recognise a role for imagery in chronic pain as a neglected area and one warranting 
further attention (Jamani & Clyde, 2008). The purpose of the present study was to address 
this research gap by exploring PRI prevalence and features, and relationships between PRI 
with validated measures of pain experience, in a sample of people with chronic pain. The 
study also sought to assess the short-term impact of drawing a pain-related image. The study 
used a self-report questionnaire to investigate the following questions.
Research questions
1. What is the prevalence and what are the features (e.g., intensity, impact and associated 
emotions) of PRI in a chronic pain population?
2. Does asking people to deliberately evoke a pain image and to pictorially represent the 
image (by drawing it) impact upon their pain experience?9
3. Do people with PRI have a different pain experience from those who do not report PRI?
4. Is there a relationship between PRI and aspects of the chronic pain experience?
5. What is the role of pain cognitions (i.e., pain-related fear, pain catastrophising) and PRI in 
predicting pain acceptance?
9 “Pain experience” is operationally defined in the study to include the pain process variables of 
pain acceptance, pain intensity, pain-related fear and pain catastrophising.
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Research hypotheses
Informed by the previous research discussed, the following study predictions were made.
1. It was predicted that a proportion of people would have PRI, and images would be 
reported as negative (i.e., inferring, to elicit negative emotions). It was anticipated that 
the pain image drawings would further contribute to a description of PRI, reflecting 
beliefs, fears and pain perceptions.
2. It was hypothesised that people who had PRI would report greater pain catastrophising 
versus those who did not have PRI.
3. An interplay was proposed to exist between PRI and the pain experience variables. It was 
hypothesised that those who reported PRI as negative (i.e., interfering and to elicit 
negative emotions) would have greater pain-related fear and catastrophic pain cognitions, 
and higher pain intensity. It was predicted that people who had less negative PRI would 
have greater acceptance of their pain.
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Chapter two: Method
The method includes an overview of the study design and recruitment process, and a 
description of the validated measures of pain experience and study specific measures of PRI. 
Finally, a description of the data analysis process is provided.
Design
The study involved a cross-sectional between-group experimental design, using a self-report 
questionnaire. The experimental design comprised a manipulation embedded within the 
questionnaire, creating two questionnaire conditions: “control” and intervention. The 
conditions differed only by item order, with item content remaining identical. The 
manipulation comprised a reverse in order of the pain experience measures and the drawing 
task across the two conditions. This meant participants in the control condition completed 
measures of pain experience, followed by the item requiring them to draw a pain image. In 
the intervention condition, participants completed the pain image drawing item, followed by 
the pain experience measures. This is further detailed in the measures section.
Participants were randomly allocated to one of the two conditions, thereby, forming two 
groups for analysis. The design enabled the impact of evoking and drawing a pain image to 
be assessed by comparison of pain experience scores between the two groups. Using this 
design, all participants provided cross-sectional data on measures of PRI and pain experience 
to address the remaining research questions.
Participants
Approximately 200 adult outpatients from three National Health Service (NHS) pain 
management services in greater London were invited to participate. The sites were selected 
on the basis that they served diverse populations and provided services to people with varying 
degrees of disability. Participants comprised new referrals to the services and people seen for 
follow-up appointments. Those seen for follow-up appointments had completed a pain 
management programme and were being seen at their one month, six month or one year 
follow-up. Data collection took place between September 2010 and May 2011. The clinical 
lead at each site used referral information and their clinical judgement to identify anyone who 
would not be eligible. The study inclusion and exclusion criteria were outlined as follows.
10 The description “intervention” is used in the context of this study to refer to the questionnaire 
condition where the drawing task precedes pain experience measures. It is recognised that in a wider 
context this may not be considered an intervention.
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Study inclusion criteria
• The nature of the service referral criteria meant all potential participants were men and 
women over 18 years old, experiencing chronic pain (pain which had persisted for 3 
months or more). Malignant causes of pain had been excluded.
Study exclusion criteria
• Participants not having sufficient English to complete the questionnaire.
• The presence of a learning disability which impaired capacity to consent.
• A mental health diagnosis of psychosis, or if the person reported features of psychosis 
during their assessment.
Research approval was gained from the University Research Ethics Committee and the 
relevant NHS Research Ethics committee (shown in Appendices A & B). Research and 
Development approval was gained from each of the three NHS trusts.
Sample size: Power calculation
A priori power analysis was carried out using G-Power (V.3.0.10). For the correlational 
analysis to explore associations between PRI and pain experience, a sample size of 82 would 
be sufficient in detecting medium effect sizes (r = 0.3) with alpha set at 5% and beta set at 
80%. A medium effect size was selected to power the study based upon previous research 
finding correlations between pain experience measures11 (pain catastrophising, pain-related 
fear, pain acceptance, pain intensity) ranging from r = 0.30 to r = 0.77 (Gauthier et al., 2009; 
Keogh, Book, Thomas, Giddins, & Eccleston, 2010; e.g., Peters, et al., 2005). A formal 
sample size was not calculated for the number of pain image drawings required to conduct a 
visual analysis, due to a priori power analyses not being applicable in qualitative research 
(Sandelowski, 1995).
To explore the impact of the intervention, it was calculated that with alpha set at 5% and beta 
set at 80% a total sample size of 128 (n = 64 in each group) would be sufficient to detect a 
moderate effect size (d = 0.5) between groups. Previous intervention studies in chronic pain 
which include attention management (Elomaa, de C. Williams, & Kalso, 2009), graded 
exposure (Woods & Asmundson, 2008) and mindfulness (Morone, Greco, & Weiner, 2008) 
indicate significant changes on outcome measures of pain experience (with effect sizes 
ranging from 0.39 to 0.95) in sample sizes of 34 to 44. No previous research investigating the 
impact of pictorially representing pain images was found. A medium effect size was selected
11 Assessed using the same measures as the current study
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as it was anticipated that using a single drawing task within a questionnaire would be unlikely 
to have a large effect. Estimates provided by each service indicated that the total sample size 
target would be feasible to achieve over the data collection period.
Procedure
The study procedure is outlined as follows (see Appendix C for a flow chart). All new 
referrals and follow-up patients due to attend clinics during the recruitment time frame were 
informed about the study in their appointment letter (Appendix D). A participant information 
sheet was also included (Appendix E).
At the appointment, a nominated clinical team member at each site12 approached eligible 
participants asking whether they would like to participate. The clinician distributed 
questionnaires to those who expressed interest. Service time constraints meant questionnaires 
were not completed on site. Participants took their questionnaire home and were provided 
with a freepost return envelope. Implicit consent was assumed by return of the questionnaire.
Questionnaires were pre-coded by the lead researcher with a unique identification code. When 
distributing the questionnaire, the clinician recorded the participant’s name alongside the code 
on a list held at the clinic. As part of the routine clinic assessment, a Hospital Anxiety and 
Depression Scale (HADS) (Zigmond & Snaith, 1983) was administered. In an attempt to 
minimise the impact upon participants’ time, the codes were used to extract HADS scores 
from the clinical dataset. Scores were only extracted for those who returned questionnaires.
Through regular liaison with clinicians at each site the lead researcher collated a database of 
allocated questionnaires and distribution dates. This enabled identification of those 
questionnaires which had not been returned within a two-week period. The service provided 
postal addresses for those who had not returned the questionnaire, and the lead researcher sent 
a written reminder (Appendix F) which included a replacement questionnaire and a HADS to 
enable a current assessment of mood. No further reminders were sent.
12 The nominated team member included the lead researcher or lead clinical psychologists for each site. 
In their absence, a member of the MDT distributed questionnaires.
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Randomisation
Systematic randomisation was used to allocate participants to one of the two conditions. This 
was achieved by the questionnaire packs being pre-organised into an alternating pattern 
(control, intervention, etc.) by the researcher. The designated clinician at each site was 
instructed to take a questionnaire from the top of the pile each time.
Measures
An explanation of the experimental manipulation in the questionnaire design is presented 
below, followed by an outline of the self-report measures used and their reliabilities. An 
example questionnaire is shown in Appendix G.
Experimental manipulation
Questionnaire instructions guided participants to complete the items in order, and the final 
item (asking whether the questionnaire had been completed in order: response options 
yes/no/unsure) acted as a checking mechanism. Both questionnaires began with participant 
demographic and pain characteristic items, with a baseline measure assessing pain intensity 
using a Visual Analogue Scale (VAS). Dependent upon questionnaire condition, the item 
order then proceeded as outlined below (also see Table 1).
Control: Firstly, pain experience measures were presented (pain-related fear, pain 
acceptance, pain catastrophising and a second pain intensity VAS) followed by the pain 
image drawing item.
Intervention: Firstly, the pain image drawing item was presented, followed by the pain 
experiences measures as detailed above.
Both questionnaires ended with items which explored the prevalence and the features of 
generally occurring PRI, and a trait measure of non PRI use in everyday life (Spontaneous 
Use of Imagery Scale, SUIS, Reisberg, Pearson, & Kosslyn, 2003).
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Table 1
Order o f items within the two questionnaire conditions
Control Intervention
Demographics and pain characteristics Demographics and pain characteristics
VAS (pain intensity baseline) VAS (pain intensity baseline)
Pain experience measures Evoking and drawing a pain image task
Evoking and drawing a pain image task Pain experience measures
General PRI items General PRI items
Trait measure: Spontaneous use of imagery Trait measure: Spontaneous use of imagery
Note: Pain experience measures in both conditions comprise the following: pain-related fear, pain 
acceptance, pain catastrophising and a second VAS of pain intensity.
Participant demographics and clinical characteristics
i) Demographics
Participants were asked to indicate their gender and age. Ethnicity information was 
collected using The National Standard of ethnicity category classification as 
recommended by the Department of Health (DH, 2007). Current occupational status 
was selected from seven response options (e.g., retired, not working and full time).
ii) Pain characteristics
An item designed for the study asked participants to indicate their pain location (e.g., 
lower back, upper back and head). Participants indicated on a binary response item 
{Yes/No) if they had a diagnosis to explain their pain, with ayes response prompting 
elaboration. Length of pain was asked in years and months.
Hi) Mood
Emotional distress has the potential to impact upon the pain-imagery experience. To 
enable baseline comparisons on mood between the two groups the HADS (Zigmond 
& Snaith, 1983) was used. The HADS comprises two subscales, each with seven 
items. This measure indicates the extent to which the respondent has experienced 
features of anxiety and depression in the past week. Scores on each subscale range
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from 0 to 21, with a higher score reflecting higher severity. In a review of over 700 
studies the HADS has been reported to have good internal reliability, and to be useful 
for assessing the presence and severity of anxiety and depression (Bjelland, Dahl, 
Haug, & Neckelmann, 2002). Recommended cut-off scores were used, with raw 
scores of 8 or more on each subscale indicating potential depression or anxiety 
(Snaith & Zigmond, 1994).
Pain experience
This was assessed in terms of pain intensity, pain acceptance, pain catastrophising and pain-
related fear. The measures are outlined below.
i) Pain intensity
A VAS was included to measure present pain intensity, a widely used, validated and 
sensitive self-report measure (Jamison et al., 2002) with good test-retest reliability 
(Bijur, Silver, & Gallagher, 2001). The VAS consisted of a 10 centimeter line 
anchored either end by two descriptors no pain and worst possible pain. The scale 
was scored by measuring the distance along the line in millimeters from no pain to 
where participants marked their present pain level to be, resulting in a score from 0 to 
100 with a higher score reflecting greater pain. The VAS was completed twice within 
each questionnaire, with its location dependent upon condition (see Table 1).
ii) Pain acceptance
Participants completed the Chronic Pain Acceptance Questionnaire (CPAQ) 
(McCracken, Vowles, & Eccleston, 2004), a 20-item scale measuring acceptance of 
pain. The CPAQ comprises of two subscales. The first, activity engagement, 
measures tendency to engage with daily activities in the presence of pain (e.g., I  lead 
a fu ll life even though I  have chronic pain). The second subscale, pain willingness, 
measures willingness to experience pain without the need to control, alter or avoid it 
(e.g., I  avoid putting myself in situations where my pain might increase).
Each item is rated on a 7-point scale, anchored from never true (0) to always true (6). 
Subscale scores can be totalled to yield an overall score which ranges from 0 to 120, 
with a higher score reflecting higher pain acceptance. Pain willingness items are 
negatively scored and require reversing before a total score is created. The measure 
has been shown to have adequate reliability and validity, with both subscales shown
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to be significant predictors of pain-related disability and distress (McCracken, et al., 
2004).
iii) Pain catastrophising
The Pain Catastrophising Scale (PCS) (Sullivan, et al., 1995) is one of the most used 
tools for measuring catastrophic pain appraisals. The measure includes 13 items rated 
upon a 5-point likert scale anchored not at all (0) to all the time (4). Three subscales 
can be derived: Rumination (e.g., I  keep thinking about how much it hurts) 
magnification (e.g., I  wonder whether something serious may happen) and 
helplessness (e.g., Ifee l I  can’t go on) and their scores are combined to create a total 
score ranging from 0 to 52. Higher scores reflect higher pain catastrophising. The 
PCS has been found to be a reliable and valid measure of catastrophising with good 
internal consistency (Sullivan, et al., 1995).
iv) Pain-relatedfear
The Pain Anxiety Symptoms Scale (PASS-20) (McCracken & Dhingra, 2002) is a 
revised 20-item version of the original 40-item PASS (McCracken, Zayfert, & Gross, 
1992). The PASS is widely used within the literature as a general measure of pain- 
related anxiety and fear responses in people with chronic pain. Each item is 
measured on a 6-point likert scale anchored from never (0) to always (5). The 
measure assesses the following four subscales: Cognitive anxiety (e.g., I  can’t think 
straight when in pain), fearful thinking (e.g., pain sensations are terrifying), escape 
and avoidance (e.g., I  go immediately to bed when I  feel severe pain) and finally, 
physiological anxiety (e.g.,pain makes me nauseous). Total and subscale scores can 
be calculated, with total scores ranging from 0 to 100 and higher scores reflecting 
greater pain-fear.
The PASS-20 has been found to show strong internal consistency, reliability, and 
good predictive and construct validity (McCracken & Dhingra, 2002). Cross 
validation between scores from the PASS-20 and the original PASS have found the 
shortened version to be a good reflection of the original measure in a chronic pain 
sample (Roelofs et al., 2004). The PASS-20 was selected for use in this study for the 
purpose of brevity.
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Pain-related imagery
Pain-related imagery was captured through two questionnaire components. One included 
items relating to the experience of pain images generally occurring in the person’s everyday 
life (general PRI), and the second explored the pain-related images spontaneously generated 
when people were asked to evoke and draw a pain image (picture specific PRI). No existing 
validated measures assessing imagery in people with chronic pain meant the PRI items were 
designed for the study. The items were developed in collaboration with a pain management 
specialist and feedback was sought from a clinical psychologist independent of the research.
General pain-related imagery
Development of the PRI items was informed by relevant items in a semi-structured interview 
schedule developed to explore imagery in a sample of people with social phobia (Hackmann, 
et al., 2000; Hackmann, et al., 1998), and subsequently in people with OCD (Speckens, et al., 
2007) and eating problems (Somerville, et al., 2007). A previous unpublished study of PRI 
further informed item development (Gosden, 2008). Reliabilities of the study specific PRI 
items are described in the data analysis section of this chapter.
1. Presence o f  images
Participants were asked do you experience images or pictures that come into your 
mind when you are thinking about or experiencing pain? (Yes/No). Following a no 
response, the questionnaire prompted the participant: Some people do not experience 
actual pictures, but have more o f a fe lt impression or something which is not visual 
but more like a smell or physical sensation. Is this something you experience? This 
item was included due to the findings that images are not only visual in nature, but 
can include other sensations (Speckens, et al., 2007). Participants who indicated no 
to this prompt item were instructed not to continue with the remaining PRI items. All 
participants who answered yes to either the initial PRI question or the prompt were
coded for analysis as people who had general PRI.
2. Intensity
Intensity of the PRI comprised two subscales: Image duration and image frequency, 
both measured on a 5-point scale. Frequency was anchored never (1) through to most 
days (5) and duration was anchored just seconds (1) through to several hours (5). 
These subscales were totalled to provide an overall score, with a higher score 
reflecting higher image intensity.
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3. Impact
Impact ofPRI comprised four subscales: Image vividness, interference, avoidance 
and image controllability, all rated on 5-point scales. Vividness is reported to be an 
important image characteristic (Brewin, et al., 2010) and was rated no picture at all 
(1) through to perfectly clear (5). This rating scale is the one used in the Vividness of 
Visual Imagery Questionnaire (VVIQ) (Marks, 1973), a widely used measure of 
individual differences in imagery vividness.
Image interference with daily life was rated not at all (1) to extremely (5), and ability 
to control what happens in the image used the same rating format. The extent to 
which the person tried to avoid the images was rated on a scale anchored never (1) to 
always (5). Items were totalled to provide an overall impact score, with a higher score 
reflecting higher impact. Controllability scores were reversed before being totalled.
4. Emotions associated with images
It is important to identify emotions connected to pain (Wintercrowd, et al., 2003). 
Possible emotions associated with the pain images (e.g., fear and anxiety) were rated 
on a 5-point scale from not at all (1) to extremely (5). Emotion words included 
within semi-structured imagery interviews (for anxiety difficulties) were found to 
predominantly contain negatively framed emotions. The current research team felt it 
was important to capture potential positive emotions associated with the images.
Therefore, a measure was developed to contain eighteen emotions comprising three 
positive (positive outlook, hope and energy) and three negative constructs (anxiety, 
fear and guilt) (detailed in Appendix H). Each construct comprised three emotion 
items (e.g., anxiety: anxious, on edge and tense) which were totalled to provide an 
overall score. Emotion words were informed by items from the Positive and 
Negative Affect Schedule (PANAS-X) (Watson & Clark, 1994).
Finally, helpfulness of the image was rated on a 5-point scale anchored not at all (\) 
to extremely (5).
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Drawing a pain image: Picture specific pain-related imagery 
All participants were asked to draw a pain-related image. The questionnaire included a 
description of images and provided instructions for the drawing task, both of which were 
adapted from previous research using drawings (Broadbent, et al., 2009). Participants were 
guided to bring an image of their pain to mind. A blank space was provided upon which to 
draw. An open ended item (please add any comments i f  you feel it might help us to 
understand what your drawing means to you) was included to aid interpretation.
i) Vividness
Participants were asked to rate vividness of the pain image using the same 5-point 
vividness scale (W IQ ) previously described in the general PRI measures.
ii) Ease o f  drawing pain  images
Participants rated how they found drawing the pain image on a 5-point scale anchored 
very easy (1) to very difficult (5).
iii) Emotions associated with images
Emotions associated with the drawn image were measured using a repeat of the 
emotion scale previously described in the general PRI measures.
General non pain-related imagery use
To explore and control for individual differences in how “visual” people are, tendency to use 
imagery in everyday life which was not pain-related was assessed using the SUIS (Reisberg, 
et al., 2003). The measure contains 12 items rated on a 5-point scale, with a maximum total 
score of 60 reflecting high imagery use. An example item includes, when I  think about 
visiting a relative, I  almost always have a clear mental picture o f him or her, anchored (1) 
never appropriate to (5) always completely appropriate. Reisberg et al. (2003) report the 
SUIS to have high internal consistency, and it has also been found to have a significant 
relationship with other measures of imagery such as the W IQ  (Marks, 1973).
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Piloting and service-user involvement
During the study development, the questionnaire was piloted on four people with chronic pain 
and their feedback incorporated into the final questionnaire. These pilot participants were 
attending a pain management programme at one of the recruitment sites. Approximate time 
taken to complete the questionnaire was calculated from the pilot trials. The feedback 
provided input into the wording of item instructions, enhancing clarity and usability.
Data analysis 
Data preparation
Missing data
Exploration of the dataset found missing data to be minimal. Where participants had 
completed at least 70% of items in a measure the mean of the participant’s completed items 
was used to substitute the missing data point(s). Measures less than 70% complete were left 
as missing and total scores were not computed. Missing data was then treated using pairwise 
deletion meaning cases were only excluded from the specific analysis for which they had 
missing data. This meant participants with missing data could still be entered into analyses 
for which they had complete information.
Normality
To explore the data for normality both Kolmogorov-Smimov tests of normality and visual 
inspection of the distribution plots were conducted. Where the assumptions for parametric 
tests were not met non-parametric equivalents were used.
Scale reliability
In order to assess the internal reliability of the scales within the study sample (both pain 
experience and imagery measures), Cronbach’s alphas were calculated (Appendix I). A 
Pearson correlation coefficient was calculated for imagery intensity, due to there being only 
two items within it. All scales were found to have a value of 0.60 or higher which is 
considered respectable in the measurement of psychological constructs (Field, 2005).
Data reduction
Descriptive recoding
For descriptive purposes scales were re-coded from their 5, 6 or 7-point likert scales (and the 
VAS recoded from the score in millimeters), to 3 point scales which reflected the response
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dimensions of no/minimal, somewhat and high. This enabled a more meaningful 
interpretation across all measures. Score ranges represented within each dimension were 
determined by the researcher on the basis that they made conceptual sense. Statistical 
analyses used the original scale scores which had not been re-coded in this way. A 
description of the re-coding is as follows.
1 ) Visual Analogue Scales (measured in millimeters)
No/minimal: (0 to 32), Somewhat: (33 to 66) and High: (67 to 100).
2) 5-point likert scales anchored 1 to 5 (Imagery items e.g., emotions and SUIS) 
No/minimal: (1 to 2.49), Somewhat: (2.50 to 3.49) and High: (3.50 to 5.00).
3) 5-point likert scales anchoredfrom 0 to 4 (PCS)
No/minimal: (0 to 1.49), Somewhat: (1.50 to 2.49) and High: (2.50 to 4.00).
4) 6-point likert scales anchoredfrom 0 to 5 (PASS)
No/minimal: (0 to 1.49), Somewhat: (1.50 to 3.49) and High: (3.50 to 5.00).
5) 7-point likert scales anchoredfrom 0 to 6 (CPAQ)
No/minimal: (0 to 2.49), Somewhat: (2.50 to 3.49) and High: (3.50 to 6.00).
Pain diagnosis classification
For those participants who indicated they had been given a medical diagnosis to explain their 
pain, the information they provided was classified for descriptive purposes into 8 categories 
(see Appendix J). The classification categories were created for the study in liaison with a 
specialist chronic pain physiotherapist, who also checked the researcher’s application of the 
categories to the description provided by each participant.
Quantitative and qualitative analysis
Data was entered into SPSS V.18, with the drawings collated separately. Analysis methods 
comprised descriptives, statistical analysis and qualitative visual analysis as outlined below.
1. General descriptives and descriptive recoding was used to describe:
i) Demographic and pain characteristics (gender, age, ethnicity, working status, pain 
duration and location, diagnosis and treatment status).
ii) Pain experience (acceptance, catastrophising, fear, intensity) and anxiety and 
depression.
iii) General PRI (prevalence, helpfulness, intensity, impact, associated emotions).
iv) Picture specific PRI (vividness, ease of drawing, associated emotions).
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2. Impact o f the drawing intervention
i) Baseline differences between the control and intervention groups were explored using 
Independent T tests (scale data) and Chi-Square tests (dichotomous data) on the 
following variables: Demographics, pain characteristics, mood, non PRI imagery use 
and presence of general PRI. A Mann-Whitney U test was used for pain duration.
ii) Differences between the groups on pain experience variables were explored using a 
Multivariate analysis of covariance (MANCOVA). This controlled for the effect of 
the covariate variable of general PRI presence which was found to be significantly 
different between the groups at baseline.
3 . Differences between people who have general pain-related imagery and 
those who do not have general PRI
i) Differences between participants who had general PRI and those who did not were
explored on the following variables: Pain experience (all measures), use of non PRI 
and whether or not the participant was able to draw a pain image. Multivariate 
analyses of variance (MANOVA) were used for scale data. Differences on the 
dichotomous variable; did participant provide a drawing (Yes/No) was explored 
using a Chi-Square test.
4. Relationships between pain-related imagery and pain experience
i) Associations between general PRI and pain experience were assessed using
Spearman’s correlations.
ii) Associations between picture specific PRI and pain experience were assessed using
Spearman’s correlations.
5 . The role o f pain cognitions and general pain-related imagery in predicting 
pain acceptance
i) Associations between general PRI and pain cognitions (pain catastrophising and pain- 
related fear) with pain acceptance were investigated using linear multiple regression. 
All predictors emerging as significant were entered into a final regression model.
ii) As pain catastrophising was found to significantly predict pain acceptance, and was 
also correlated with image fear and interference, an indirect multiple mediator 
analysis was conducted. This aimed to explore the role of PRI as a possible mediator
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in the relationship between pain catastrophising and acceptance13. The multiple 
mediation approach provided by Preacher and Hayes (2008) was used.
6. Qualitative picture analysis
The pain drawings were described and interpreted to generate insight into the content ofPRI 
using a modification of Rose’s (2007) critical visual methodology framework, as 
recommended by Guillemin (2004) for use in drawing analysis. Rose (2007) proposes that 
meanings of a visual image are made at three sites: Image production (how an image is 
made), the image itself (what it looks like) and the site of audiencing (how it is seen). The 
analysis focused on a compositional interpretation as a means of exploring picture form and 
content, therefore, looking mainly at the site of the picture itself. Surrounding text provided 
by participants in the form of written description and annotation was used to inform 
interpretation. The researcher posed a series of questions to guide the analysis, as 
recommended by Rose (2007). Questions were informed from those used by Guillemin 
(2004) and were adapted to the present study where required (See Appendix K).
13 Mediation is defined as the process by which one variable influences another indirectly through 
intervening (or mediator) variables (Preacher & Hayes, 2008).
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Chapter three: Results
A description of the study participants, and findings from the data analyses in relation to each 
of the initial research questions are detailed below.
Response rates
The researcher and the nominated clinicians were asked to offer questionnaires to all clinic 
attendees who met the inclusion criteria. Approximately14 200 people who were invited to 
participate chose to take away a questionnaire. Ninety completed questionnaires were 
received, with an overall response rate of 45%. Response rates differed across the services, 
with 33% at one site and 52% and 53% in the remaining two. A flow chart in the Appendix 
(L) illustrates participant flow through the study.
1. Demographics, pain characteristics, pain experience and PRI
i) Participant demographics and pain characteristics
Demographic variables and pain characteristics for the sample are presented in Table 2. The 
sample included 20 men and 70 women aged between 22 to 84 years {M — 53 years). The 
majority of participants reported their ethnicity as White, with 14% indicating themselves to 
be from Mixed, Asian, Black or Other backgrounds. More participants were working than not 
working. Participants indicated multiple locations for their pain, with the most frequently 
reported as lower limbs (knees, legs and feet), lower back and neck and shoulders. Duration 
of pain ranged from 1 to 45 years (M = 11 years). The majority of participants (72%) were 
being seen at the services for assessment.
Of the 77 participants who had a diagnosis to explain their pain, the majority of diagnoses 
were classified as degenerative changes (includes osteoarthritis, disc damage and spinal 
conditions). The second and third most frequent diagnoses were described as an other 
classification (e.g., bursitis, scar tissue and diabetes) and as neuropathic (e.g., sciatica, nerve 
damage and complex regional pain syndrome). Other diagnoses included conditions such as 
Fibromyalgia and Chronic Fatigue (CF), inflammatory disorders (e.g., Rheumatoid Arthritis), 
onset following trauma and onset after spinal surgery (See Appendix J for classification). For 
those who provided information about their diagnosis (10 participants did not provide 
sufficient information) most reported one diagnosis with a quarter reporting more than one.
14 This number is approximate due to some data not being recorded at one site.
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Table 2
Participant demographics and pain characteristics (N = 90)
Variable N { % ) M(SD) Range
Gender Male = 20 (22.2) Female = 70 (77.8)
Age (yrs) 53.44 (14.58) 2 2 -8 4
Ethnicity
White = 77 (85.6) 
Mixed = 1 (1.1) 
Asian = 4 (4.4) 
Black =  5 (5.6) 
Other = 3 (3.3)
Pain location
Lower limbs = 56 (62.2) 
Upper limbs = 29 (32.2) 
Lower back = 68 (75.6) 
Upper back = 26 (28.9) 
Mid back =30 (33.3) 
Head= 15 (16.7)
Chest = 9 (10.0) 
Neck/shoulder =  47 (52.2) 
Other =  15 (16.7)
Diagnosis given?
Yes = 77 (85.6)
No =  13 (14.4) 
Unclear =  10 (10.6)
Diagnosis type
Degenerative changes =  41 (43.6) 
Fibromyalgia/CF =  7 (7.4) 
Rheumatoid arthritis = 6 (6.4) 
Trauma/accident =  3 (3.2) 
Neuropathic = 11(11.7)
Spinal surgery = 4 (4.3)
Other = 12 (12.8)
No. of diagnoses
One = 51 (76.1)
Two = 15 (22.4)
Three or more = 1 (1.5)
Pain duration (yrs) 11(9.7) 1 -4 5
Clinic site Site 1 =48 (53.3) Site 2 = 26 (28.9) 
Site 3 = 16 (17.8)
Treatment status Assessment = 65 (72.2) 
Intervention = 25 (27.8)
Working status Working = 53 (58.9) Not working = 37 (41.1)
Notes: Where participants had more than one diagnosis and pain location these are counted separately.
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ii) Pain experience
A  description of participants’ pain experience (recoded to facilitate descriptive interpretation) 
is shown in Table 3. The baseline measure of pain intensity found that 84% of participants 
were experiencing somewhat to high pain whilst completing the questionnaire, with almost 
half the sample (46%) in the high pain category (score on the VAS of > 67/100).
Pain-related fear: The majority of participants (70%) were somewhat fearful and anxious 
about their pain (as measured by the Total PASS). Exploring participants’ pain-related fear 
by subscale on the PASS suggested that 53% of the sample scored highly on cognitive anxiety 
responses, with 25% reporting frequent use of escape and avoidance responses. Physiological 
anxiety responses were found to have the largest proportion of participants scoring in the 
no/minimal dimension, with 15% scoring in the high dimension category.
Pain catastrophising: A large proportion of the sample (72%) scored in the somewhat to high 
response categories when asked to indicate the extent to which they experienced catastrophic 
thoughts about pain (as measured by the Total PCS). Exploring responses by subscale 
suggested that just over half the sample scored highly (indicating high frequency) on 
rumination about pain. Scores in the high response category were found for 40% of 
participants for thoughts relating to helplessness. Magnification had the greatest proportion 
of scores (45%) falling in the no/minimal response category, and nearly one third of the 
sample scored in the high response category.
Pain acceptance: A minority of the sample (12%) were found to have high pain acceptance 
(as measured by the Total CPAQ). Exploration of the CPAQ subscales indicated that the 
lowest scores were for pain willingness, with 66% of the sample falling into the no/minimal 
response category, therefore, reporting themselves as never (or rarely/seldom) able to 
experience pain without the need to control or avoid it. Extent of activity engagement was 
more evenly spread across the three response categories. One third of the sample responded 
in the no/minimal dimension for activity engagement, indicating that they never (or 
rarely/seldom) engaged with daily activities despite their pain.
Mood: The majority of the sample (73-78%) scored 8 or more on the HADS subscales, 
suggesting the presence of anxiety and depression.
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Table 3
Descriptive data fo r measures o fpain experience and anxiety and depression
!
Response
Variable No/minimal Somewhat
w m
Pain intensity (VAS1) 14(15.9) 33 (37.5) 41 (46.4)
Cognitive 4 (4.5) 38 (42.7) 47 (52.8)
Pain-related
Fear
Escape 15 (17.0) 51 (58.0) 22 (25.0)
Fear 28 (31.1) 49 (54.4) 13 (14.4)
Anxiety 41 (46.6) 34(38.6) 13 (14.8)
Total 12(13.6) 62 (70.5) 14 (15.9)
Engagement 30 (33.7) 34 (38.2) 25 (28.1)
Pain acceptance Willingness 59 (66.3) 22 (24.7) 8(9.0)
Total 43 (48.3) 35 (39.3) 11 (12.4)
Magnification 40 (44.9) 24 (27.0) 25 (28.1)
Pain Rumination 18 (20.2) 23 (25.8) 48 (53.9)
catastrophising Helplessness 26 (29.2) 27 (30.3) 36 (40.4)
Total 25 (28.1) 31 (34.8) 33 (37.1)
Response
No Yes
[
Mood
Anxiety 19(21.6) 69 (78.4)
Depression 24 (27.3) 64 (72.7)
Notes: When describing mood a score of > 8 on the HADS was classified as yes. Pain intensity as 
measured at baseline.
in) Experience o f general pain-related imagery
Table 4 shows participant experience of general PRI. Over half of the sample (56%) reported 
experiencing imagery when they thought about pain, or were in pain. Of these 49 participants 
who experienced imagery, 64% fell in the high response category for image intensity, as 
measured by scores on the duration and frequency subscales. Participant ratings of image 
duration were relatively comparable across the three response categories. Image frequency 
was high for the majority of participants (71%).
Of those who reported general PRI, 87% experienced images as having a somewhat to high 
impact, as measured by controllability, avoidance, interference and vividness items.
Exploring responses by item, over half the sample experienced images to be high in
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vividness, with 43% of participants falling in the high avoidance dimension, reporting 
frequent attempts to avoid PRI (rated often to always). Images interfered somewhat with 
daily life for approximately half the sample (53%), and were highly interfering (very to 
extremely) for 30% of participants. Despite just under 10% of the sample reporting high 
image control, 30% experienced no ability to control what happened in their images with the 
majority (62%) indicating somewhat control. Only a minority of participants (4%) 
experienced the images as high in helpfulness, with the majority (61%) reporting the images 
as not helpful.
Table 4
Descriptive data fo r general pain-related imagery
Did participant have general 
PRI? (n = 88)
Yes: n = 49 (55.7 %) 
No: n = 39 (44.3 %)
Imagery variable
Response
Low Somewhat High
A rm
Duration 17 (36.2) 14 (29.8) 16 (34.0)
Intensity Frequency 13 (26.6) 1 (2.0) 35 (71.4)
Total 11 (23.4) 6 (12.8) 30 (63.8)
Response
No/minimal Somewhat
Control 14 (29.8) 29 (61.7) 4(8.5)
Avoid 13 (27.7) 14 (29.8) 20 (42.6)
Impact Interference 8 (17.0) 25(53.2) 14(29.8)
Vividness 7 (14.9) 14 (29.8) 26 (55.3)
Total 6(13.3) 20 (44.4) 19 (42.2)
Helpfulness 28 (60.9) 16 (34.8) 2(4.3)
Anxiety 19(41.3) 13 (28.3) 14 (30.4)
Positive 41(89.1) 5 (10.9) 0(0)
Emotions
Energised 40 (87.0) 6(13.0) 0(0)
Hope 43 (93.5) 3 (6.5) 0(0)
Fear 22 (47.8) 14 (30.4) 10(21.7)
Guilt 40 (87.0) 1 (2.2) 5 (10.9)
Use of imagery non pain 
related (n = 86)
16(18.6) 34 (39.5) 36(41.9)
Notes: Two participants had missing data for the item assessing the presence of PRI imagery.
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Emotions associated with general PRI were found to be more negative than positive. No 
participants responded in the high dimension for the positive emotional constructs of positive 
outlook, energy and hope. For some participants the images were found to elicit all three 
positive emotional constructs in the somewhat dimension (6.5% for hope, 11% for positive 
outlook and 13% for energy). Exploration of the negative emotion constructs showed that 52 
to 59% of participants experienced somewhat to high fearful or anxious emotions in response 
to their imagery. However, 41 to 48% of participants’ responses to their images fell into the 
no/minimal response category for anxiety and fear emotions. The majority of participants had 
no/ minimal feelings of guilt associated with the images. Feelings of guilt associated with the 
images were high for 11% of participants.
iv)Description o f picture specific pain-related imagery
Participants’ experience of drawing a pain-related image is shown in Table 5. Around two- 
thirds (60%) of the sample chose to produce a PRI picture. Participants differed in how easy 
or difficult they found the drawing task to complete. Approximately 40% responded in the 
high response category for easiness, and a similar percentage indicated they found it difficult.
Participants mostly indicated images to be vivid. Of the 54 participants who drew a pain 
picture, just over half (51%) responded in the high category and 30% responded in the 
somewhat category for vividness.
The picture images generally evoked more negative than positive feelings. About half of 
participants (52%) experienced somewhat to high feelings of anxiety, and 43% reported 
feelings of fear. For the majority of participants (75%) the images evoked no/minimal 
feelings of guilt, however, feelings of guilt were high for 8% of the sample. Approximately 
90% of participants responded in the no/minimal dimension for each positive emotion 
(positive outlook, hope and energy). However, a minority of participants (6 -  10%) indicated 
their pain image pictures did elicit positive emotions somewhat.
- 1 7 7 -
Research Dossier: Major Research Project
Table 5:
Descriptive data for picture specific pain-related imagery
Did participant draw? Yes: n = 54 (60%) 
No: n = 36 (40%)
Response
Imagery variable No/minimal Somewhat High
A rm A rm A rm
Vividness 10(18.9) 16 (30.2) 27 (50.9)
Ease of drawing 22(41.5) 10(18.9) 21 (39.6)
Anxiety 23 (47.9) 11 (22.9) 14 (29.2)
Positive 43 (89.6) 5 (10.4) 0(0)
Emotions Energised 45 (93.8) 3(6.3) 0(0)
associated
with drawing Hope 42 (89.4) 4(8.5) 1(21)
Fear 28 (57.1) 12 (24.5) 9(18.4)
Guilt 36 (75.0) 8(16.7) 4(8.3)
2. Impact o f  the drawing intervention
To assess the impact of evoking and drawing a pain image, differences were first explored 
between the control and intervention groups on baseline demographic and clinical 
characteristics, to assess the group comparability. Secondly, the two groups were compared 
on measures of pain experience.
i) Baseline differences
The results are shown in Table 6. No significant differences in demographic and clinical 
variables between the two questionnaire conditions were found. The analyses used 
Independent T tests and Mann-Whitney U tests for continuous variables and Chi-Square tests 
for categorical variables. Findings indicated that the randomisation procedure had resulted in 
two groups comparable across the variables of age, gender, pain duration and intensity, 
diagnosis, anxiety and depression and tendency to use non PRI. To fully assess intervention 
impact, participants in the intervention condition who did not draw a pain image (n = 10) 
were excluded from the analysis. As a statistical artefact of this, the groups became 
significantly different on the presence of general PRI, x 2(l, N — 78) = 4.89,/? = .03. This 
variable was entered as a covariate in the following analysis.
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Table 6
Impact o f  intervention: Baseline comparisons on demographics and characteristics by group
Number of participants randomised 
into each condition:
Control: n = 50 (55.60 %) 
Experimental: n = 40 (44.40 %)
Variable Control Experimental t / x f / u  (df) P
Gender N  (%)
Male
Female
13 (26.0) 
37 (74.0)
4(13.3) 
26 (86.7) x 2 = 1.80(1) .18
Age (yrs)
M(SD) 52.32 (13.17) 53.93 (15.53) t = -0.50 (78) .62
W ork status
Working 
Not working
21 (42.0) 
29 (58.0)
14 (46.7) 
16(53.3) %2 =0.17(1) .68
Pain duration
M(SD) 139.64(117.13) 112.00 (90.53) u = 665.00 .40
Pain intensity 
(baseline)
M(SD) 58.14(24.47) 57.93 (25.69) t = 0.04 (76) .97
Diagnosis
Degenerative
Widespread
Neuro/spine
Other
24 (46.2) 
7(13.5) 
5(9.6) 
16(30.8)
14 (40.0) 
6(17.1)
8 (22.9) 
7 (20.0) x 2 = 3.74 (3) .29
Anxiety
M(SD) 11.33 (4.69) 10.77 (3.88) f = 0.55 (77) .58
Depression
M(SD) 9.96 (3.69) 8.93 (3.68) f = 1.20 (77) .23
Treatment 
status N  (%)
Assessment
Intervention
32 (64.0) 
18 (36.0)
25 (83.3)
5 (16.7) %2 =3.42(1) .06
General PRI
Yes
Wo
23 (47.9) 
25 (52.1)
22 (73.3) 
8 (26.7) x 2 = 4.89(1) .03*
Non PRI 
image use
3.20 (0.74) 3.39 (0.86) t = -1.00 (74) .32
Notes: 10 participants in the intervention condition who did not complete a drawing were selected out 
of the impact analysis. The diagnosis categories have been collapsed to enable a chi square test to be 
calculated and count each diagnosis separately in the case of multiple diagnoses given. * p < 0.05.
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ii) Impact o f intervention on pain experience
The two groups were then compared on all the pain experience measures using a MANCOVA 
controlling for general PRI (see Table 7). Questionnaire condition did not have an effect, F  
(10, 64) = .41,/? = .94, indicating no significant differences between the two groups on their 
pain experience.
Table 7
Impact o f intervention: Differences on pain experience measures by group
Variable Control 
(n= 50) 
MfSD)
Experimental 
(n = 30)
M(SD)
F P
Pain intensity (VAS2) 58.54 (22.68) 59.78 (25.76) .28 .60
Cognitive 3.49 (0.94) 3.27(1.15) .64 .43
Escape 2.74 (1.01) 2.41 (1.11) 1.31 .26
Pain-related
fear
Fear 2.04(1.24) 2.06 (1.23) .02 .89
Anxiety 1.98 (1.23) 1.78 (1.37) .34 .56
Total 2.54 (0.89) 2.36 (1.04) .48 .49
Engagement 2.80 (1.02) 3.01 (1.90) .42 .52
Pain
Acceptance
Willingness 2.12(0.96) 2.36(1.08) .39 .54
Total 2.46 (0.85) 2.68 (1.01) .53 .47
Magnification 1.75 (1.05) 1.68(1.10) .11 .74
Pain Rumination 2.46(1.08) 2.41 (1.17) .01 .91
catastrophising Helplessness 2.14(1.02) 2.11 (1.04) .04 .85
Total 2.12(0.93) 2.07 (1.03) .01 .92
Notes: D f = (1, 73) on above tests of between subjects effects. Pain intensity as measured on the second 
VAS i.e., after the drawing task for the intervention, and before the drawing task for control condition.
3. Differences between people who have general pain-related imagery and 
those who do not have general PRI
Differences were explored between those who reported general PRI and those who did not, 
using a MANOVA for scale data and a Chi-Square test for dichotomous data (see Table 8). 
The MANOVA indicated that significant differences existed between the two groups (PRI 
versus no PRI) on overall pain experience, F  (11, 72) = 2.13, p  = .03. When explored further, 
the only difference to reach statistical significance was pain catastrophising (magnification), 
F  (1, 82) = 4.50, p  = 0.04. Those who had general PRI scored significantly higher on this 
subscale of pain catastrophising versus those who did not report PRI.
- 1 8 0 -
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Participants with general PRI scored significantly higher on their tendency to use non PRI in 
everyday life, F  (I, 82) = 4.41,p  = 0.04, and were significantly more likely to have drawn a 
pain picture, x 2 ( 1 , 8 8 )  = 8.09,/? < 0.01, versus those who reported no PRI.
Table 8
Differences between people who report general pain-related imagery and those who do not
Did participant report 
Variable general PRI?________
NO (n=39)
M/SD
YES (n = 49)
M/SD
F i x 2 P
Pain intensity (VAS1) 60.55 (22.43) 55.58 (25.93) .49 .49
' 3.46(1.03) 3.39 (1.00) .03 .87
Pain-related
fear
Escape 2.75 (1.16) 2.52(1.08) .59 .45
Fear 2.14(1.21) 2.09(1.24) .09 .77
Anxiety 2.00(1.27) 1.91 (1.30) .01 .96
Total 2.59 (0.96) 2.46 (0.95) .14 .71
Pain
acceptance
Engagement 2.91 (1.07) 2.87 (1.13) .16 .69
Willingness 2.00 (0.93) 2.28(1.04) 1.01 .32
Total 2.46 (0.86) 2.57 (0.96) .09 .77
Magnification 1.48 (0.89) 1.95 (1.20) 4.50 .04*
Pain Rumination 2.21 (1.03) 2.59 (1.15) 3.28 .07
catastrophising Helplessness 2.09 (0.88) 2.17(1.12) .39 .53
Total 1.93 (0.83) 2.24(1.07) 2.84 .10
Use of imagery (non PRI) 3.04 (0.86) 3.42 (0.73) 4.47 .04*
Did participant draw? N  (%)
Yes
No
17 (43.6) 
22 (56.4)
36 (73.5) 
13 (26.5)
x 2 = 8.09 
(df = 1) 0.004**
Note: * p <  0.05, ** p  < 0.01. D /=  1, 82 on above tests of between subjects effects unless otherwise 
specified. Pain intensity as measured at baseline.
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4. Relationships between pain-related imagery and pain experience
i) General pain-related imagery
The relationships between aspects of general PRI and pain experience variables were 
investigated using Spearman’s correlations. The results are shown in Table 9. The findings 
generally indicated that participants who experienced vivid, interfering images which elicited 
negative emotions (fear, anxiety and guilt) were more likely to report greater pain-related fear 
and catastrophising. Furthermore, these same aspects of general PRI (with the exception of 
vividness) were associated with greater pain intensity.
Significant negative correlations were found between imagery vividness, interference and 
negative image emotions (anxiety, fear and guilt) with pain acceptance. These correlations 
were found on the dimension of activity engagement, indicating that participants who 
experienced images as more vivid, interfering and negative were less likely to participate in 
daily life activities despite their pain. In contrast, participants who reported images to elicit 
positive emotions (i.e., positive outlook) were more likely to engage in activities despite pain.
ii) Picture specific pain-related imagery
The relationships between aspects of picture specific PRI and pain experience variables were 
also investigated using Spearman’s correlations. The results are shown in Table 10. The 
correlations indicated that participants who experienced their pain pictures to elicit negative 
emotions were more likely to report higher catastrophising, pain-related fear and pain 
intensity. Image vividness was associated with higher catastrophising (on all PCS subscales) 
and pain-related fear (on the fear subscale of the PASS).
In line with the general PRI findings above, negative image emotions were inversely 
associated with pain acceptance. These associations were found to be stronger for the 
subscale of activity engagement. This suggested those who reported their pain pictures to 
elicit feelings of anxiety, fear and guilt were less likely to report activity engagement. 
Participants who experienced the images to elicit positive emotions (i.e., positive outlook) 
were more likely to report that they engaged in activities despite their pain.
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5. Predicting pain acceptance
Linear multiple regression analysis was used to explore the role of pain cognitions (pain 
related-fear, pain catastrophising) and general PRI (impact and associated emotions) in 
predicting pain acceptance. Selection of the PRI variables to enter into the regression model 
was informed by the existing literature, theoretical fear-avoidance models of chronic pain and 
the present study’s correlational findings. The analysis was run using three separate 
regression models to meet the recommendation that there be a minimum of 10 to 15 
participants for each independent variable entered. The sample comprised 49 participants 
who experienced general PRI, which was therefore sufficient to support three variables for 
each model. The results are shown Table 11.
i) The role ofpain cognitions and pain imagery in predicting acceptance 
The results showed that when the role of pain cognitions and image vividness in predicting 
pain acceptance were explored, the partial regression coefficients for pain-related fear and 
vividness were not significant. However, pain catastrophising was a significant predictor, B 
(46) = -0.54; p  = 0.001, explaining 50% of the variance in pain acceptance.
ii) The role o f the impact ofpain imagery in predicting acceptance
The results showed that when the remaining aspects of PRI impact (avoidance, control and 
interference) were entered into a multiple regression model, only the partial regression 
coefficient for interference was statistically significant, B (45) = -0.40; p  = 0.01. Image 
interference accounted for 83% of the variance.
in) The role o f imagery related emotion in predicting pain acceptance 
When the general PRI emotions of anxiety, fear and positive outlook were entered into a 
multiple regression model, partial regression coefficients for anxiety and positive outlook 
were not significant. Image fear emerged as a significant predictor, B (45) = 0.34; p  = 0.03, 
explaining 21% of the variance.
iv) Final model to predict pain acceptance
To explore which of the three variables (pain catastrophising, image fear and image 
interference) was the most powerful predictor of pain acceptance, a fourth linear multiple 
regression analysis was run. Pain catastrophising emerged as the only significant predictor, B 
(44) = -0.64; p  = 0.0001, and accounted for 47% of the variance in pain acceptance.
- 1 8 5 -
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Table 11
The role o f pain cognitions and general pain-related imagery in predicting pain acceptance
Variables in each Beta 
model
P R 2
Model 1: Pain experience and imagery vividness
Pain-related fear -.22 .17
Pain catastrophising -.54
**op .50
Image vividness -.01 .94
Model 2: Impact of imagery
Controllability .02 .88
Avoidance .15 .32 .83
Interference -.40 .01*
Model 3: Emotions associated with images
Anxiety -.15 .35
Fear .34 .03* .21
Positive outlook .21 .13
Model 4: Significant predictors
Pain catastrophising -.64 .0001**
Fear of image -.07 .60 .47
Interference of image -.07 .59
Notes: *p<  0.05, **p<  0.001
Finally, to investigate whether pain catastrophising (independent variable) affected pain 
acceptance (dependent variable) indirectly through image fear and interference (potential 
mediators), an indirect effect multiple mediation analysis was conducted. The results are 
presented in Figure 2. The results show that these aspects of PRI did not mediate the 
significant effect of catastrophising on pain acceptance.
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6. Analysing the pictures o f  pain
Participants’ picture specific pain images (n = 54) were explored using Rose’s critical visual 
analysis methodology (Appendix K). A broad overview of the drawings is presented below, 
followed by a discussion of the main themes generated from the picture interpretation.
Broad overview: All the pictures were drawings, with the exception of one where the 
participant had sourced a colour image of the sun to represent their pain. The majority of 
participants did not use colour, providing black pen or pencil pictures. However, 15% used 
colours including red, green and blue. Participants tended to annotate their drawings, which 
informed interpretation. For some participants, comments included reference to colour, for 
example, “because it (the pain) is so hot, I  imagine that the colour is deep red. ” A visual 
representation of descriptor words used in the annotations is show in Appendix (M).
The highest proportion of participants (41%) drew an image of pain as external to them, for 
example, drawing a monster, a weapon or a shape. Some participants (28%) chose to draw 
themselves in pain and a similar proportion drew pain sensations as metaphors, for example, 
flames. The remaining participants drew their painful body parts. Three main themes were 
generated from the visual analysis. These comprised pain as an attacker, the nature o f pain 
and finally, the impact o f pain. Some pictures were described using more than one theme 
(e.g., where participants had drawn multiple images). Overall, the expressive content of the 
images was interpreted to reflect a sense of attack, helplessness, isolation and fear. The 
themes are described below and are further detailed in Appendix (N).
Visual analysis and resulting themes
i) Pain as an attacker
Almost one third of the pictures primarily represented pain as an attacker. These images were 
interpreted as having two different image perspectives. Firstly, an image of pain as an 
externalised threatening object or other, and secondly, images drawn from an observer 
perspective, depicting the person being attacked by pain.
Pain as an externalised threatening object or other: Pictures reflected pain as something 
external to the person, and this was felt to be threatening. Pictures represented pain as a 
dragon, a monster (see Figure 3), as spiky shapes, a set of teeth and a box “tied with string 
and wrapped with sharp points. ” Pain was drawn as a knife (see Figure 4), and weapons 
were portrayed in many pictures (e.g., swords, arrows, sharp objects, nails). Verbal descriptor
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words used to annotate drawings also included frequent reference to weapons. The pictures 
were large, filling the page and creating a sense of pain as an enemy and a dominating force.
Figures 3 and 4\ Pain as an attacker. Pictures reflecting pain as an externalised object or 
other. Figure 3 (above left) Pain as a monster. Participant described monster as being red and 
green with sharp axes with blood on them. Figure 4 (above right) Image of pain as a knife.
The person being attacked by pain: Pictures drawn from an observer perspective depicted the 
person themselves being attacked in the image (see Figures 5 and 6). Pictures included 
people being stabbed, squeezed and shot with arrows; expressing a fight with pain, of being 
beaten and of the person being one of pain’s victims. One participant drew a picture story, 
using a metaphor of themself as a balloon being attacked by arrows of pain. The participant 
commented: “A balloon is floating happily then an arrow (pain) comes and ruins everything! 
The balloon is me! And it wins. I  see it coming and I  am left feeling defated. ”
Figures 5 and 6: Pain as an attacker. Pictures reflecting the person being attacked by pain, 
illustrating a sense of helplessness: Figure 5 (above left) Dark arms inflicting pain. Figure 6 
(above right) Knives attacking person.
-  1 8 9 -
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ii) The nature o f pain
Almost half of the pictures represented the nature of pain, interpreted to reflect participants’ 
perceptions of three pain aspects: symptoms, time line and location.
Symptoms (pain sensations): Pictures contained metaphorical images and used colour and 
texture to describe pain sensations. For example, pictures included fireworks, flames, 
lightning, pins and needles, hot and cold taps and broken glass. Colour was used to 
communicate the felt sense of intensity and heat, with red being used in pictures of flames 
(Figure 7) and a “burning throbbing” sun. One participant wrote “the worse my pain is, the 
stronger the colours are in my mind”. Texture in the picture was reported by one participant 
to relate to tension levels.
J
Figures 7 and 8: The nature of pain. Figure 7 (above left) Picture reflecting pain sensations: 
Red flames representing burning flashes participant experiences in their leg. Figure 8 (above 
right) Timeline of pain: Participant depicts pain intensity to be like a weather forecast.
Time line: Pictures representing perceptions of time line conveyed pain as constant, although 
varying in intensity. One participant drew a series of graphical representations of their pain 
levels over time, illustrating high pain peaks. Another participant pictured pain as a weather 
forecast (Figure 8), annotating their drawing with the description “continuous bearable pain 
but more severe at regular intervals. ” The pictures further expressed a sense of pain as 
having no end, and of the person having little control of their pain.
Pain location-. Pictures represented pain location. Participants either drew a person and 
indicated where the pain was (Figure 9) or drew a painful body part (Figure 10). Isolated 
pictures of body parts were felt to reflect the person’s attentional focus on that area and their
- 1 9 0 -
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perceptions on cause and prognosis, for example, one participant drew their shin bone and 
commented “see pain as blackened and rotting bone as i f  gone bad. ” Another participant 
drew their back (as seen in Figure 10) and knee and commented: “I only picture the damaged 
body parts and how much worse they may get, also how anybody can put them right again as 
they will continue to wear out when I  use them. ”
Figures 9 and 10: The nature of pain. Pictures reflecting pain location. Figure 9 (above left) 
Participant annotates drawing of a person to illustrate where the pain is felt. Figure 10 (above 
right) Participant pictured their back as the painful body part.
Hi) The impact o f pain
The pain-related image pictures for a proportion of participants reflected concerns and beliefs 
about pain’s impact, with the pictures expressing the sense of pain as a barrier, being trapped 
by pain and the future with pain.
Pain as a barrier: Pictures represented pain as an external blocking object, such as a wall 
(see Figure i 1) or a bolt through the neck. The pictures seemed to express the consequences 
of pain stopping the person from engaging with valued activities, and reflecting pain as 
blocking the person communicating emotional distress. The experience of having the image 
was reported as intense, with one participant annotating their picture of a grid like structure to 
say “it was not so much a vivid image as a feeling o f the image that was intense. ”
-  191 -
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Being trapped by pain: Participants reported images of darkness, conveyed through pictures 
of black shapes, black holes and dark clouds. The drawer of Figure 12 annotated the picture 
with “a black space I cannot see an end or find my way out of. ” One participant drew 
themselves stuck in a hole, and two participants described in words images of pain being 
chained to them (e.g., image of a ball and chain and a tight metal shackle). The pictures 
appeared to express fears of isolation and a sense of helplessness and hopelessness.
A  ' B l . i u i  u j i r t u - .
Figures 11 and 12: The impact of pain. Figure 11 (above left) Pain as a barrier: Participant 
commented that pain stopped engagement in hobbies and described the wall to also represent 
an “emotional brick wall.” Figure 12 (above right) Feeling trapped by pain.
The future with pain: A  small number of pictures represented perceptions about a future with 
pain. The pictures reflected threats to identity, a fear of being a burden, and death (e.g., 
drawing of a gravestone). One participant commented “I see a bed and me almost unable to 
get out o f it and then to be a burden to my family. ” However, images for this participant and 
one other expressed a sense of hope for their future, with the above participant commenting 
“but I  am strong and I  wish to fight this happening. ”
- 1 9 2 -
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Chapter four: Discussion
The following discussion includes a summary and overview of the findings, exploring links 
with the existing literature. In a study critique, methodological limitations are considered. In 
light of the findings the implications for theory, clinical practice and research are presented.
Summary o f  findings
The present study aimed to explore a role for imagery in the chronic pain experience, building 
upon tentative hypotheses from clinical experience observations. The main findings for each 
research question and the support they lend to the study predictions are as follows.
Prevalence andfeatures o f PRI: Results showed that in a sample of 90 people with long 
standing chronic pain, over half (56%) reported PRI to occur in their everyday lives when 
thinking about pain or in pain. Images were frequent (with varying duration), vivid and 
interfered with daily life. Only a small proportion of people felt able to control their image 
and mostly tried to avoid the images. Therefore, it was unsurprising that images elicited more 
negative emotions than positive ones. These findings support the study predictions.
As anticipated, the pain drawings generated rich data. Images painted a vivid picture of pain 
as an enemy and a barrier, and as an isolating experience. Overall, pictures expressed a sense 
of helplessness and reflected catastrophic interpretations, illness representations and beliefs.
Impact o f  drawing a pain image on pain experience: Sixty-percent of the sample drew a 
picture of PRI. A lack of prior evidence evaluating the impact of drawing PRI meant the study 
predictions were exploratory, not specifying a direction. Results showed drawing had no 
effect on pain experience.
Differences between people who have general PRI and those who do not: Participants who 
reported general PRI were found to have greater scores on an aspect of pain catastrophising 
(i.e., magnification) versus those who did not report PRI, providing partial support to the 
study prediction.
Relationships between PRI and pain experience variables: In accordance with the initial 
hypotheses, associations were found between PRI (both general and picture specific) and pain 
experience. Participants who reported general PRI as interfering and to elicit negative 
emotions (fear, anxiety and guilt) were more likely to have greater pain-related fear, pain 
catastrophising, and report higher pain intensity. Image vividness was also associated with 
greater pain-related fear and catastrophising. Participants who experienced picture specific
- 1 9 3 -
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PRI to elicit negative feelings were also more likely to have higher pain fear, catastrophising 
and greater pain intensity.
In accordance with the proposed direction of the findings pain acceptance was inversely 
related with negative image emotions, and positively related with image emotions tapping 
positive outlook, for both general and picture specific PRI. Participants who reported general 
PRI as interfering and vivid were more likely to have lower pain acceptance.
Predicting pain acceptance: It was not known at the outset whether PRI would be predictive 
of pain acceptance. Results showed aspects of general PRI (image fear, interference) 
significantly predicted pain acceptance. However, when entered into a regression model with 
pain catastrophising, only catastrophising emerged significant.
Drawing links with the literature
Image prevalence and features: Picturing pain
The results provide empirical support for the assertion that many people with chronic pain do 
have PRI. The findings are particularly timely in light of current recognition within the wider 
psychological literature that imagery features across a range of psychological difficulties, 
with important implications for treatment (Brewin, et al., 2010; Hackmann, et al., 2011).
Prevalence of general PRI was higher in the present study than previously found in an 
unpublished study of a similar sample size (56% vs. 39%) (Gosden, 2008). When assessing 
for imagery, Hackmann et al. (2011) highlights that people may not understand what is meant 
by “images”. It may be the prompt question in the current study (i.e., providing a description 
of images to include other sensory qualities and a felt impression), and the experience of 
completing the pain image drawing task facilitated a wider understanding of imagery.
The finding that images were largely experienced as vivid, frequent, interfering, 
uncontrollable and to reflect more negative (e.g., fear and anxiety) than positive emotions 
parallels the general features of imagery found across a range of presenting difficulties 
(Hackmann, et al., 2011). Furthermore, the finding that many people reported trying to avoid 
their images is consistent with reports of people with health anxiety (Muse, et ah, 2010).
Participants were not only able to rate their generally occurring images retrospectively but 
were also able to deliberately evoke a pain image and visually represent this pictorially. Pain 
experience measures tapping verbal pain cognitions (e.g., the PCS, PASS) provide a useful 
indication of the extent to which someone has catastrophic thoughts about pain or experiences 
pain-related fear and anxiety. However, the pain drawings provided something these
- 1 9 4 -
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measures could not; an idiosyncratic representation of pain perceptions and an insight into 
people’s pain worlds. Colour (and lack of colour), shading, size and both literal and 
metaphorical images painted pain as a threatening and dominating experience. The drawings, 
therefore, added a fascinating insight into how people see pain in their mind’s eye, providing 
access to visual pain cognitions. The study provides support for the use of drawing as a 
visual research tool (Guillemin, 2004) and the utility of Rose’s (2007) approach to analysis of 
visual material.
Picture content paralleled clinical experience reports of images in people with chronic pain 
(e.g., Biro, 2010; Jamani & Clyde, 2008; Wintercrowd, et al., 2003). Pictures were vivid, 
emotionally charged, and included catastrophic interpretations. Pain was portrayed as an 
attacker with frequent reference made to weapons. Broadly speaking, images were consistent 
with the four types suggested by Wintercrowd et al. (2003), reflecting images of pain itself, 
the person in pain and images of a future with pain. Images relating to the fourth image type, 
“relationships with others”, were reflected less so in the present study. A small sample of the 
pictures reflected a sense of hope for the future and provides support for previous findings 
exploring pictorial representations of pain (Padfield, 2003).
Previous research suggests drawings reflect salient beliefs and perceptions people hold about 
their condition (e.g. Broadbent, et al., 2009). In the present study many of the pain image 
pictures captured the nature o f pain. These images reflected illness representations proposed 
within the common-sense model of illness (Leventhal, et al., 1997). Images represented pain 
symptoms and the timeline of pain. Pain was seen as uncontrollable, and images depicted 
consequences of pain. Some images focussed on painful body parts and conveyed the 
person’s beliefs on the cause of their pain, for example, blackened and rotting bone, and pain 
worsening due to wear and tear.
What emerged of particular relevance was the perspective taken in the image. Participants 
pictured pain as an externalised object or other (as if  seen through their own eyes) or pictured 
themselves in pain (as if seen through the eyes of an observer). In accordance with the 
suggestion by Hackmann et al. (2011) the perspective taken may have clinical significance. 
Pain images drawn from an observer perspective were felt to represent the person as a 
vulnerable victim of pain, evoking a sense of helplessness, isolation and of feeling “beaten” 
by pain’s vicious and unpredictable attack.
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Impact o f drawing a pain image
The present study was a pilot and novel exploration to assess the impact of evoking and 
drawing PRI on pain experience. The results indicated this process does not exacerbate pain 
intensity or unhelpful pain cognitions (i.e., fear and catastrophising). It is possible that over 
time through a process of imaginai “exposure” evoking PRI may lead to a spontaneous shift 
in pain cognitions. However, within the context of a questionnaire completed at one snapshot 
in time longer term impact was not explored.
The finding of no significant impact is important in itself. Recent guidance in imagery 
assessment suggests people may be reluctant to explore images, for example, fearing that 
having a negative image might make it more likely to happen (Hackmann, et al., 2011). The 
study findings suggest the process of evoking and drawing vivid and negative PRI does not 
increase pain intensity or fearful or catastrophising thoughts about pain in the short-term.
Differences between people who have general PRI and those who do not 
People who reported general PRI were found to have greater magnifying thoughts about pain 
versus those who did not have images. This supports findings from the limited evidence base, 
with an unpublished study reporting higher catastrophising in people with PRI (Gillanders, et 
al., 2011). Catastrophising is suggested to play an important role in pain perception through 
an increased focus on pain sensations (Van Damme, et al., 2004). In the present study, pain 
images included detailed pictures of body parts. These were interpreted to reflect the person’s 
attentional demand to a specific painful area. A possible explanation for the difference 
between people who have and do not have general PRI is that vivid and negative images 
which magnify and focus upon pain sensations may influence verbal catastrophic pain 
cognitions.
Relationships o f pain-related imagery with pain experience 
Pain-related imagery contained negative emotions (fear, anxiety and guilt) which were 
associated with pain-related fear and anxiety responses. This indicates support for findings in 
the literature which propose a special relationship to exist between imagery and emotions 
(Holmes & Mathews, 2005). In the present study, emotionally negative images were 
associated with fearful and catastrophic pain cognitions, and pain intensity. These findings 
are in line with the assertion that images present potential intervention “hot spots” 
(Hackmann, et al., 2011).
The evidence base is growing for the helpfulness of acceptance based pain management 
interventions, which focus upon enhancing pain acceptance versus eliminating pain, thereby,
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facilitating the person to live a satisfying life despite their pain (e.g.Vowles & McCracken, 
2008). In the present study, people who experienced PRI as vivid, interfering and to elicit 
negative feelings demonstrated less pain acceptance. Conversely, people who had images 
eliciting positive emotions were more likely to report greater pain acceptance. These 
relationships were mainly linked to the pain acceptance domain of activity engagement, that 
is, engagement with activities in the presence of pain. These findings may be of particular 
clinical relevance in suggesting the potential for image interventions to enhance acceptance.
Predicting pain acceptance
Influential CBT models of how chronic pain is developed and maintained present 
catastrophising as a precursor to pain-related fear (Vlaeyen & Linton, 2000). These fearful 
pain cognitions are hypothesised to result in activity avoidance and subsequent disability and 
depression. Therefore, facilitating engagement with activities despite pain (i.e., increasing 
pain acceptance) has the potential to break vicious fear-avoidance cycles in chronic pain.
Previous research indicates both pain cognition variables (pain-related fear and 
catastrophising) predict levels of functioning in people with chronic pain (Peters, et al., 2005). 
However, only pain catastrophising emerged a significant predictor of pain acceptance, 
suggesting a more powerful role for catastrophic cognitions. Aspects of general PRI (image 
fear and interference) were also found to explain a proportion of the variance in acceptance.
Despite associations between PRI and pain catastrophising, when considered together only 
catastrophising significantly predicted pain acceptance. Furthermore, PRI did not mediate the 
relationship between catastrophising and acceptance. This may seem to rule out a significant 
role of PRI in predicting pain acceptance. However, typical measures of pain catastrophising 
(such as the PCS used in this study) only assess verbal cognitions, whereas the PRI study 
items measured “visual” cognitions. In accordance with the argument proposed by Jamani 
and Clyde (2008), it may be that for some people interfering and fearful pain images are 
another aspect of catastrophic cognitions. This might underpin the associations found between 
verbal catastrophising and visual PRI, and explain why images alone do not mediate the 
relationship between verbal measures of both catastrophising and pain acceptance.
Findings overview
People who are seeking help from chronic pain services do have images related to their pain. 
These images are experienced as interfering, vivid and elicit negative emotions. Evoking pain 
images does not increase pain intensity or fearful or catastrophic cognitions. Drawings of PRI
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convey pain as an emotional experience and reflect catastrophic interpretations and beliefs 
about the nature and impact of pain, and the person’s relationship with pain.
Pain-related imagery appears to be linked with fearful and catastrophic pain cognitions.
Evidence suggests these pain cognitions maintain fear-avoidance cycles in chronic pain 
(Vlaeyen & Linton, 2000). Furthermore, the findings indicate that having images which are 
experienced negatively is associated with less activity engagement in the presence of pain. 
Overall, the study suggests PRI may be a visual and non-verbal reflection of pain cognitions 
which are linked to fear and activity avoidance responses in people with chronic pain.
Findings that PRI elicited negative emotions, and that image emotions were associated with 
pain experience variables has important implications. Images may provide a link to the 
emotional “heart” of chronic pain, thereby, providing direct access to emotions (and the 
cognitions underlying these emotions) which are not solely verbally based. In this way, 
modifying the emotional content inherent within PRI may prove powerful in facilitating 
cognitive change. This will be further detailed within the implications for practitioners.
Methodological limitations
Study limitations are acknowledged and outlined below. These need to be considered in the 
interpretation and application of the findings.
Sampling issues
It is possible there was a response bias within the sample. People who had a tendency to 
experience imagery may have been more likely to participate, therefore, inflating the PRI 
prevalence finding. It is not known of those people who declined the offer to take part or 
chose not to return their questionnaire, whether they did or did not experience imagery, or if 
they differed significantly from the study sample. If the study were to be repeated, it would 
be helpful to record the number of people who decline and their reasons for doing so. This 
would further enable more representative response rates. However, the finding that 44% of 
people reported no PRI, yet still chose to complete the questionnaire indicates that people 
who did not experience imagery were not unlikely to participate.
It has been argued that people who seek help are not a representative group of all those who 
experience chronic pain, for example, people who recover spontaneously or adapt well (Turk 
& Okifiiji, 2002). When generalising the findings, it is important to recognise the study 
sample comprises those with a long history of pain, who were seeking help from pain services 
and were likely to have pursued numerous treatment avenues. Therefore, the sample does not
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represent chronic pain populations more generally. However, it does represent a clinical 
population who typically present as highly distressed and disabled by pain and require 
effective intervention.
Conclusions from statistical analyses are limited by sample size. Although 90 participants 
were successfully recruited, the number reporting PRI was less than the 82 required to power 
the correlational analysis. Sample size for the between group comparisons exploring 
intervention impact was also limited. Sample size was less than initially predicted due to 
cancelled clinics over the recruitment time frame and administrative difficulties in 
questionnaire distribution at one site. It is important to consider the results within the context 
of a pilot exploration.
Despite sample size limitations, the overall response rate of 45% is higher than previous 
questionnaire research in people with chronic pain (e.g., Gosden, 2008) and other postal 
questionnaires in healthcare settings (e.g., 30% reported by Harrison & Cock, 2004). 
Therefore, the response rate is reasonable, particularly when considering the severity of 
chronic pain in the sample. Furthermore, over 50 participants provided drawings for 
qualitative analysis, providing an insightful journey into the content of PRI.
Design issues
The design of the study has its limitations, including the correlational nature and limitations 
relating to the experimental design. Relationships were found between PRI and pain 
experience variables. However, it is important to acknowledge the correlational nature of 
these findings mean causation cannot be determined. Therefore, it remains unknown whether 
negative PRI leads to increased pain catastrophising and fear, for example, or vice versa.
The process of doing a PRI drawing and exploring its impact within the remit of a 
questionnaire is limited. Four reasons for this are outlined as follows.
i) The study design did not allow for assessment of medication, therefore, this was not 
controlled for in the analysis exploring drawing impact. One participant indicated that 
their pain intensity when doing the drawing was low due to high medication levels. 
Many people seen for assessment in pain services rely on pain control medication. 
This would be likely to influence answers on items assessing perceived pain intensity.
ii) The postal questionnaire design meant participants did not have an opportunity to 
discuss their PRI, or the image impact with the researcher. Therefore, findings of the 
meaning encapsulated within the pictures were informed by picture content, 
annotations and the researcher’s own subjective interpretation only.
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ii) The use of colour features as important in the analysis of visual material (Guillemin,
2004; Rose, 2007). The study found some participants used or made reference to 
colour. However, the instructions did not encourage the use of colour and people 
were limited to whatever drawing materials were available to them. To further 
establish how colour features in PRI, people could be explicitly invited to use colour 
and provided with a standardised set of drawing materials, 
iv) A follow-up measure of impact was not included. Deliberately evoking and drawing
an image did not result in spontaneous change on verbal measures of pain experience 
which asked people generally about their pain. However, a follow-up questionnaire 
would provide a more accurate impact assessment in the longer term.
Despite the identified limitations the present study provided a preliminary exploration of PRI 
in a clinical sample of people with chronic pain, exploring associations of study specific 
imagery measures (found to have good reliability) with validated measures of the chronic pain 
experience. The findings highlight a number of implications for theoretical understanding, 
future research interests and for clinical practice which are discussed below.
Future directions and implications
Implications for theory
The findings provide support for the hypothetical revisions to the fear-avoidance model of 
chronic pain that PRI features as one component of catastrophic pain cognitions (Jamani & 
Clyde, 2008), providing another means through which catastrophic appraisals are formed. In 
the model, catastrophising cognitions (verbal and visual) lead to the emergence of pain-fear. 
Indeed, PRI in the current study was found to be linked to both catastrophising and pain-fear.
Furthermore, the current study found people reported image avoidance. Informed by 
theoretical and research advances in the anxiety literature (Hackmann & Holmes, 2004), this 
finding may underpin a theoretical rationale for how catastrophic pain images remain 
unaddressed or uncorrected, and subsequently continue to drive activity avoidance. For 
example, avoidance of an image does not provide the opportunity to update it, thereby, 
maintaining the occurrence of the intrusive and fearful image. This theoretical 
conceptualisation has implications for formulation, thus providing targets for intervention.
An intricate link has been hypothesised to exist between pain acceptance and catastrophising 
in the chronic pain literature. It is acknowledged that; "we are just beginning to understand 
how to enhance acceptance o f chronic pain” (McCracken, et al., 2004, p. 165). To date, the 
variable of pain acceptance has not been directly implicated in fear-avoidance models of
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chronic pain. However, catastrophic thoughts about pain significantly predicted pain 
acceptance in the study sample. It may be that people who catastrophise about pain (either 
verbally or visually) are less likely to demonstrate pain acceptance due to the illness beliefs 
underlying their cognitions, for example, that movement leads to more damage. The finding 
that PRI was linked to pain acceptance (more specifically the domain of activity engagement) 
holds potential theoretical implications for understanding how image interventions could be 
directed towards enhancing pain acceptance. Such hypotheses are made tentatively, and 
future research is required to explore these relationships with larger sample sizes.
Implications for practitioners
The study findings have potential practice implications. Assessments of people with chronic 
pain may be enhanced by explicitly asking about and exploring the content of and the 
person’s reaction to PRI. As stated by Hackmann et al. (2011) if therapists do not enquire 
about images, people do not tend to report them. Missing out on the insight that imagery can 
bring in conceptualising how the person understands their pain may mean that an intervention 
is misdirected, or may not address specific catastrophic pain interpretations.
The findings provide support for the utility of drawing as a way in to access and explore PRI. 
For people who find it difficult or distressing to articulate their images, drawing and use of 
visual metaphors could provide a helpful alternative. The finding that this was a non­
detrimental process may encourage clinicians to more routinely use pain drawings to help 
people express their beliefs and concerns about their pain, and gain a deeper understanding.
Information on PRI gathered from assessment has implications for formulation. The 
experience of PRI may form part of a wider formulation attempting to explain how 
catastrophic cognitions (both verbal and visual) contribute to maintenance of fear-avoidance 
cycles in chronic pain (Jamani & Clyde, 2008). As recently suggested in the literature, a 
micro-formulation (focusing upon the image itself) could be developed collaboratively with 
the person, mapping out the image impact (Hackmann, et al., 2011). To illustrate how this 
might work in practice, a hypothetical micro-formulation is presented (Figure 13), using a 
picture story drawn by a study participant (Figure 14).
Incorporating images into formulation has implications for intervention. Direct work with the 
particular PRI detailed above (Figure 13) might facilitate the person in transforming their 
image. This is hypothetically presented, following guidance outlined by Hackmann et al.
(2011). Firstly, the person could be asked “what would need to be different in the image, to 
help you feel less scared and deflated by pain? ” The person might be encouraged to generate
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a positive image, imagining themselves fighting back (e.g., using pain management tools to 
blunt pain’s arrows and throw water over the flames), with an aim of enhancing their sense of 
agency and shifting from a position of powerlessness. The person may find it helpful to 
rehearse the transformed image. This might exert an impact through increasing confidence to 
manage when pain strikes and by reducing the threatening image content, therefore, enabling 
the person to feel less scared of pain and more likely to return to previously avoided 
situations. In accordance with the fear-avoidance model this would be hypothesised to break 
the vicious cycle maintaining chronic pain and enhance recovery (Vlaeyen & Linton, 2000).
Source: Being asked to 
deliberately bring an image of 
pain to mind.
Meaning: Person as vulnerable, a 
victim of pain’s cruel attack.
Consequence: Belief of losing 
the battle with pain not 
challenged or updated -  feeling 
of hopelessness persists.
Maintaining factors: Believe that 
when pain attacks, it will win. 
Avoidance of situations which 
lead to pain attacking.
Impact on here and now: 
Unpredictable threat of pain, 
feeling hopeless in the fight with 
pain, feel sad that pain wins.
Image description: Metaphor of 
the person as a balloon, pain 
pierces balloon with an arrow, 
experienced as flames of agony.
Figure 13: Hypothetical micro-formulation of pain-related metaphorical image.
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Please draw  your pain image In this box:
-  (jYï<rj
W pf PS .
cme.)
Figure 14: A picture story drawn by a study participant. Image reflects person as a 
vulnerable balloon, defeated and deflated by the arrow of pain.
Implications fo r  researchers
Imagery has been described as “one o f the creative frontiers o f cognitive therapy”
(Hackmann, et ah, 2011, p. 204), with imagery researchers being encouraged to explore and 
differentiate the variety of imagery types experienced across a range of presenting difficulties. 
Empirical investigation of PRI features and the meaning attached to these images is required. 
Research may wish to conduct in-depth interviews with people about the meaning attached to 
PRI. Future research evaluating the helpfulness of asking about imagery, or being offered the 
opportunity to draw a pain image as part of a comprehensive assessment would be an 
important step in creating an evidence base for the use of imagery in assessments.
To date, there are no known studies evaluating the impact of direct work with PRI. Research 
is required to take this forward and assess the value of evoking and transforming these images
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in people with chronic pain. Interventions may be aimed at reducing threatening image 
content, thereby, addressing unhelpful or misinformed beliefs (e.g., that bones can rot), and 
generating positive images to embrace people’s strengths and resources. Image interventions 
may enhance the person’s confidence to find their way out of the darkness created by pain, 
enable them to fight the pain battle, and in line with Johnson’s (2008) technique in people 
with MS, shrink the impact of the pain monster in their life.
The present study included participants being seen by pain services either at the initial 
assessment or follow-up (i.e., post an intervention). The study did not seek to explore 
differences between these two groups, and sample size would not have been sufficient to do 
so. However, future research may wish to ask whether images are less catastrophic in people 
who have received a pain management programme. In addition, investigation of imagery in 
people with chronic pain who are not seeking help from services might facilitate an 
understanding of the differences in PRI between people who adjust successfully to living with 
pain, and those who do not (Henare, et al., 2003). Building upon an exploration of individual 
differences in PRI, it is important research considers the social and cultural context of the 
meaning attached to pain images, thereby, generating valuable insight into the complex bio­
psychosocial model which underpins the chronic pain experience.
Conclusions
The study is a preliminary exploration of PRI in a sample of people with multiple sources of 
chronic pain seeking help from services. The findings contribute to a scarce evidence base 
and come at an important time for imagery research. Findings indicate that many people with 
chronic pain experience PRI. These images mainly elicit negative emotional reactions, are 
perceived as interfering with daily life with people reporting attempts to avoid them. Asking 
someone to deliberately evoke and draw a pain image did not impact on their pain experience.
Negative emotions associated with PRI were linked with the pain experience variables of 
catastrophising, fear, intensity and lower acceptance. Findings support theoretical hypotheses 
that catastrophic pain cognitions are not solely verbal but are also likely to be reflected in an 
imaginai form. Furthermore, the results lend support to the existence of an important 
relationship between images and emotion. The findings generate tentative theoretical 
underpinnings for how PRI might play a role in fear-avoidance cycles of chronic pain.
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Pain drawings enabled a privileged insight into the often secret and invisible world of pain, 
encapsulating emotions, beliefs and the perceptions underpinning each unique experience.
The drawings illustrated a powerful representation of pain as a vicious attacker, painting pain 
as an uncontrollable, all consuming and damaging force, a threat not only physically but also 
to a broader sense of the person’s identity and future.
The findings highlight that enquiry about PRI could enhance the information collected during 
an assessment process. Drawing provides a means to access pain images, providing a simple 
yet universal and powerful assessment tool. Individuals’ self generated pictures of pain have 
the potential to overcome communication and cultural barriers, and to identify unhelpful 
beliefs. In this way, PRI drawings defy the inability of language to articulate the often 
abstract pain phenomena, thus, providing a visual and shareable language for pain.
Beyond assessment, the study indicates avenues for incorporating PRI within formulations, 
with implications for image based intervention. Both the quantitative and qualitative findings 
suggest that visual cognitions may provide access to the emotional heart of pain, thus, having 
potential to drive change by reducing negative pain cognitions and enhancing acceptance. 
Exploring the impact of working directly with PRI is an area warranting future research 
exploration and theoretical development.
The expression “a picture paints a thousand words” seems poignant in illustrating the study’s 
key messages. Facilitating and empowering people with chronic pain to see, paint and repaint 
their pictures of pain has exciting implications for practice. It is hoped dissemination of the 
findings will encourage researchers and practitioners to think creatively and imaginatively 
about a role for imagery when piecing together the complex puzzle of chronic pain.
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Appendix A: University research ethics documentation
UNIVERSITY OF
SURREY
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Faculty of
Arts and Human Sciences
Faculty Office
AD Building
Guildford, Surrey GU2 7XH UK
T: +44 (0)1483 689445 
F: +44 (0)1483 689550
www.surrey.ac.uk
9th August 2010
Dear Joanna
Reference: 491-PSY-10 (NHS Approved)
Title o f Project: The Role of Imagery in People Who Experience Chronic Pain
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given a favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely 
Dr Adrian Coyle
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Appendix B: NHS research ethics documentation
National Research Ethics Service
29 June 2010
D ear Miss Sippitt
Study Title: The Role of Imagery in People Who Experience Chronic
Pain
REC reference number: 10/H0803/75
Protocol number: 1.0
The R esearch Ethics Committee reviewed the above application a t the meeting held on 23 
June 2010. Thank you for attending to discuss the study.
Documents reviewed
The docum ents reviewed at the meeting were:
Document Version Date
Investigator CV 06 April 2010
Protocol 1.0 24 March 2010
REC application 44731/114851/1/935 06 April 2010
Covering Letter 20 April 2010
Letter of Invitation to participant 1.0 24 March 2010
Participant Information Sheet 1.0 24 March 2010
Questionnaire 1.0 24 March 2010
Evidence of Insurance or indemnity NHE-17CA01-0013 08 July 2009
Referees or other scientific critique report 1.0 09 November 2009
Provisional opinion
The Committee would be content to give a  favourable ethical opinion of the research, 
subject to receiving a  complete response to the request for further information se t out 
below.
The Committee delegated authority to confirm its final opinion on the application to A 
meeting of the sub-committee of the REC.
This Research Ethics Committee is an advisory com m ittee to
The National Research Ethics Service (NRES) represents th e  NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in England
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10/H0803/75 Page 2
Further Information or clarification required
1. Revised questionnaire:
Section 5 (1) change 'go to question 1 î  to 'go to question 10'.
2. Plans to include considering basic drug therapy and disease status and any revised 
documents which will be affected.
When submitting your response to the Committee, please send revised documentation 
where appropriate underlining or otherwise highlighting the changes you have made and 
giving revised version numbers and dates.
If the committee has asked for clarification or changes to any answers given in the 
application form, please do not submit a revised copy of the application form; these can be 
-. addressed in a covering letter to the REC.
The Committee will confirm the final ethical opinion within a maximum of 60 days from the 
date of initial receipt of the application, excluding the time taken by you to respond fully to 
the above points. A response should be submitted by no later than 27 October 2010.
Membership of the Committee
The members of the Committee who were present at the meeting are listed on the attached 
sheet.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001 ) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
10/H0803/75 Please quote this number on all correspondence
Yours sincerely
Enclosures: Ust of names and professions of members who were present at the
meeting and those who submitted written comments.
Copy to:
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NHS
National Research Ethics Service
19 July 2010 
Miss Joanna Sippitt
Study Title: The Role of Imagery in People Who Experience Chronic Pain
REC number: 10/H0803/75
Protocol number: 1.0
Thank you for your letter of 12 July 2010, responding to the Committee's request for further 
information on the above research and submitting revised documentation.
The further information was considered in correspondence by a sub-committee of the REC, 
the members concerned are
Confirmation o f ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised, subject to the conditions specified below.
Ethical review of research sites
The favourable opinion applies to all NHS sites taking part in the study, subject to 
management permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see “Conditions of the favourable opinion" below).
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
For NHS research sites only, management permission for research (“R&D approval") should 
be obtained from the relevant care organisation^) in accordance with NHS research 
governance arrangements. Guidance on applying for NHS permission for research is 
available in the Integrated Research Application System or at http://www.rdforum.nhs.uk. 
Where the only involvement of the NHS organisation is as a Participant identification 
Centre, management permission for research is not required but the R&D office should be 
notified o f the study. Guidance should be sought from the R&D office where necessary. 
Sponsors are not required to notify the Committee o f approvals from host organisations.
It is the responsibility o f the sponsor to ensure that all the conditions are complied 
with before the start of the study or its initiation at a particular site (as applicable).
110/H0803/75 P le a se  q u o te  th is  n u m b er o n  all c o rro sp o n d e n c e  ~~|
Yours sincerely
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Appendix C: Flow chart o f the study procedure
Participant takes questionnaire home to complete.
Researcher liaises with service to collate a log of 
distributed questionnaires.
Control condition:
Questionnaire contains pain 
experience measures first, 
followed by drawing task.
Intervention condition:
Questionnaire contains 
drawing task first, followed by 
pain experience measures.
Team member records the allocated questionnaire ID 
code and participant name.
Researcher collects HADS scores from clinic for 
participants who return completed questionnaires.
Researcher contacts service for postal addresses of 
people who have not returned questionnaire within a 
two week period, and a written reminder is sent.
At appointment, a designated clinical team member 
offers the potential participant an opportunity to take 
a research pack. This includes: a questionnaire, 
freepost envelope, further copy of information sheet.
Following agreement to take part, the participant is 
randomly allocated to one of two questionnaire 
conditions below. This is achieved by the 
questionnaires being stored in an alternating order and 
the team member taking a pack from the top of pile.
Potential participant due to attend the pain service for 
assessment or follow-up appointment during the 
recruitment period is informed about the research 
project within the clinic appointment letter. A 
participant information sheet is included.
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Appendix D: Example appointment letter sent by pain service
TRUST NAME DELETED FOR ANONYMITY
Dear
APPOINTMENT FOR PAIN MANAGEMENT ASSESSMENT CLINIC
Further to our telephone conversation, we confirm that, as agreed, an appointment has been made for 
you to attend a Pain Management Programme Assessment on:
X 2010 at X
The clinic is held at the (information removed)
When you come to the clinic, please bring an up-to-date list of all medications you are currently taking and 
reading glasses, if you require them. The assessment appointment will last approximately 2 hours.
If you subsequently find that you are unable to keep your appointment, please let us know immediately by 
contacting the Pain Management Programme Team Secretary on (information removed), Monday or 
Tuesday between 8am and 6pm.
If you fail to keep this appointment, a new one may not be issued and you will need to be re-referred to 
the service. We would also ask you to bear in mind that if you are re-referred, the waiting time will start 
again.
When you attend for assessment you will be given the opportunity to take part in a questionnaire-based 
research project looking at imagery and chronic pain. Please find enclosed a participant information 
sheet providing details about this project. You do not have to take part in this project if  you do not want 
to. Your decision about whether to take part in the research project will not affect your care at the 
(information removed) in any way.
Yours sincerely,
Pain M anagem ent Programme Team
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Appendix E: Participant information sheet
TRUST NAME DELETED FOR ANONYMITY
UNIVERSITY O F
PARTICIPANT INFORMATION SHEET
Study title: The Role of Imagery in the Experience of Chronic Pain
Research Team: Jo Sippitt, Professor Jane Ogden
Address: Psychology Department, University of Surrey, Guildford, GU2 7XH
Contact: Lead Researcher: Jo Sippitt: {information removed}
Clinical Supervisor: Dr {information removed}
An invitation to take part:
We would like to invite you to take part in a research study. Before you decide, you need to understand 
why the research is being done and what it will involve. Please take the time to read the following 
information carefully. If you wish, you may discuss it with the researcher Jo Sippitt. Do not hesitate to 
ask if there is anything that is not clear or if you would like more information.
What is the purpose of the study?
People understand and respond to their pain in different ways. The purpose of this study is to find out 
whether people have images (or pictures) in their mind when they are thinking about their pain, to find 
out more about these images and to see if these images are helpful or unhelpful. There has not been 
much research exploring this, and we feel it is an important area to consider. We hope our study will 
inform ways to help people manage their pain. This study is being carried out as part of Jo Sippitt’s 
Clinical Psychology doctorate at the University of Surrey.
Why have I been invited?
You have been invited to participate in this study as someone who experiences chronic pain and who is 
attending or due to attend a NHS pain management service. We would like to include 130 participants.
Do I have to take part?
It is up to you to decide whether or not to take part. If you agree to take part we will ask you to complete 
a questionnaire and return it to us. You are free to withdraw from the study at any time without giving us 
a reason. Your decision whether or not to take part will not affect the level of care you receive.
What will happen to me if I take part and what will I have to do?
The research involves you answering a questionnaire. The questionnaire is designed to explore how you 
experience and understand your pain, and will take approximately 30 minutes to do. Should you wish to 
take part, you will be given the questionnaire by a member of staff at the clinic. You may return your 
completed questionnaire to the clinic or take it home and return it using a provided freepost envelope.
What are the benefits of taking part?
The information we obtain will help us to understand the experiences of people with chronic pain, and we 
hope the findings will inform future treatments designed to help people manage their pain. We also hope 
the questionnaire will encourage you to think about how you experience your pain in a different way, 
which you may find helpful. In previous studies where people have been asked to describe their images, 
participants have given positive feedback about the experience.
What are the possible disadvantages of taking part?
Some people may find it upsetting to think about their pain and the images they experience. You do not 
have to take part in this study if you do not want to. If you wish to discuss any issues that arise as a 
result of completing the questionnaire, you can contact Dr using the details at the top of
this form.
Page 1 of 1
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What if there is a problem?
If you have concerns about any aspect of the study, please speak to the Jo Sippitt, the Lead Researcher 
(details above) who will do her best to address these. If you remain unhappy and wish to complain 
formally, you can do this through the NHS Complaints Procedure. Details can be obtained from
. The research is covered by the Surrey University indemnity scheme.
Will my taking part in this study be kept confidential?
The information you provide will be handled in confidence. Only the research team will have access to 
the completed questionnaires. You will not be asked to write your name on the questionnaire, instead 
your questionnaire will be allocated an ID number, to ensure your confidentiality. This ID number means 
you will only be identifiable to the Lead Researcher (Jo Sippitt). The Lead Researcher will use some 
information from a questionnaire you complete as part of your standard assessment at the pain 
management clinic. This is because the research team do not want to ask you to complete the same 
questions twice. The Lead Researcher will not discuss your answers with anyone else, unless she feels 
that you may be at risk of harming yourself, or others. If this is the case your questionnaire will be 
discussed with The questionnaires will be stored in locked drawers under the care of
Jo Sippitt. The questionnaire data will be anonymised and kept in password protected computer files. 
Any identifiable information will be destroyed at the end of the study. Anonymous questionnaire data will 
be kept for 10 years and then destroyed.
Will my General Practitioner (GP) be notified of my participation?
Your GP will not be contacted about your involvement in the study.
What will happen if I change my mind?
You are free to withdraw from the study at any point and the information collected about you will not be 
included if you so wish. This will not in any way affect the service that you receive from the pain 
management service.
What will happen to the results of the study?
The information study participants provide in the questionnaires will form the basis of a Clinical 
Psychology Doctoral Research Project. We also intend to publish the results in a scientific journal. If you 
wish to obtain a summary of the results, please indicate this on your questionnaire or contact the Lead 
Researcher. You will not be personally identifiable in any reports or publications.
Who is organising and funding the research?
The research is funded by Surrey University as part of Jo Sippitt’s Clinical Psychology doctorate.
Who has approved this study?
All research in the NHS is looked at by an independent group of people, called a Research Ethics 
Committee (REC), to protect your safety, rights, well being and dignity. This study has been reviewed 
and given a favourable opinion by
Contact for further information
Please contact the Lead Researcher Jo Sippitt for further information, details at the top of the first page. 
What do I do next?
After you have taken the time to read and understand the information above, and if you are happy to 
take part, please take away and complete the research questionnaire offered to you at your assessment. 
We would be grateful if you could return it to the pain management clinic or use the enclosed freepost 
envelope. Completing the questionnaire will be taken as your consent to participate in this study.
Please keep a copy of this information sheet.
Thank you for taking the tim e to read this.
Page 2 of 2
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Appendix F: Postal reminder letter
^  UNIVERSITY OF Jo Sippitt
Trainee Clinical Psychologist
Research -project: The Role of imagery In the Experience of Chronic Pain
Thank you for showing an interest in my study and taking a questionnaire research pack 
when you attended your appointment at (information removed) recently.
I would be ever so grateful if you would be able to complete the questionnaire and 
return it to myself in the free post envelope provided in your questionnaire pack. In case 
you have misplaced your questionnaire, I have included a spare copy.
If you have already returned your questionnaire, please accept my apologies, it is 
obviously on its wav.
If you have decided not to complete the questionnaire, thank you for taking the time to 
consider the research project and I will not be contacting you again about this.
Should you have any questions please feel free to contact myself, Jo Sippitt, using the 
details provided above or please contact Dr (information removed).
With many thanks,
Jo Sippitt
Trainee Clinical Psychologist
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Appendix G: Study questionnaire (control condition)
é* UNIVERSITY OF
SURREY
E xperience o f Chronic Pain Q uestionnaire
ID number: C________
Directions:
• Please ensure you have read and understood the Participant Information Sheet.
• C om plete th is questionnaire in the order in w hich it is  appears in the booklet.
• Please try and answer each question.
• Complete the questionnaire in one go (you will need approximately 30 minutes).
• P lea se  return the questionnaire in the provided F reep ost en v e lo p e  or hand back to  the clinic.
Section  1: General Information
1 ) Are you male or female? Please tick the box below.
□  Male □  Female
2) What is your age in yea rs? .............
3) Please indicate your ethnicity by ticking one of the boxes below:
□  White (British, Irish, other White background)
□  Mixed Ethnicity (White & Black Caribbean, White and Black African, White and Asian, other mixed 
background)
□  Asian or Asian British (Indian, Pakistani, Bangladeshi, other Asian background)
□  Black or Black British (Caribbean, African, other Black background)
□  Other Ethnic groups (Chinese or any other ethnic group)
4) Please tell us about the location of your chronic pain by ticking as many of the boxes below which 
apply to you:
□  Lower limbs (knees, legs, feet). □  Lower back □  Upper back . □  Mid back
□  Upper limbs (arms, hands) □  Head D  Chest 0  Neck and shoulder
D  Other (please specify)..........................................................................................................................
Research Dossier: Major Research Project
5) Have you ever been given a diagnosis to explain your pain? 
□  No
Q  Yes. If yes, p lease l is t . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
6) How long have you experienced your p a i n ?  years an d  months
7) Which of the options below best describes your current situation? P lease  tick one box below:
□  Working full time □  Working part time □  Retired □  Not working
□  Full time student □  Part time student Q  Voluntary work
8) P lease  indicate th e  ex ten t of y ou r pain  right now  by marking on the line below at an appropriate 
point:
No pain   W orst possible pain
Please continue to section 2 on the next page
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Note added later: This is the Pain Anxiety Symptoms Scale (PASS)
Section 2: How Your Pain Makes You Feel
Part A
Directions:
Individuals who experience pain develop different ways to respond to that pain. We would like to know what you 
do and what you think when in pain. Please use the rating scale below to indicate how often you engage in each of 
the following thoughts or activities. Circle any number from 0 (NEVER) to 5 (ALWAYS) for each item.
Thoughts and activ ities: Rating scale
Never Always
1 I think that if my pain gets too severe it will never decrease 0 1 2 3 4 5
2 When I feel pain I am afraid something terrible will happen 0 1 2 3 4 5
3 I go immediately to bed when I feel severe pain 0 1 2 3 4 5
4 I begin trembling when engaged in an activity that increases 0 1 2 3 4 5
pain
5 I can't think straight when I am in pain 0 1 2 3 4 5
6 I will stop any activity as soon as I sense pain coming on 0 1 2 3 4 5
7 Pain seems to cause my heart to pound or race 0 1 2 3 4 5
8 As soon as pain comes on I take medication to reduce it 0 1 2 3 4 5
9 When I feel pain I think that I might be seriously ill 0 1 2 3 4 5
10 During painful episodes it is difficult for me to think of anything 0 1 2 3 4  5
else besides the pain
11 I avoid important activities when I hurt 0 1 2 3 4 5
12 When I sense pain I feel dizzy or faint 0 1 2 3 4 5
13 Pain sensations are terrifying 0 1 2 3 4 5
14 When I hurt I think about the pain constantly 0 1 2 3 4 5
15 Pain makes me nauseous (feel sick) 0 1 2 3 4 5
16 When pain comes on strong I think that I might become 0 1 2 3 4 5
paralysed or more disabled
17 I find it hard to concentrate when I hurt 0 1 2 3 4 5
18 I find it difficult to calm my body down after periods of pain 0 1 2 3 4 5
19 I worry when I am in pain 0 1 2 3 4 5
20 I try to avoid activities that cause pain 0 1 2 3 4 5
Please turn over to Part B on next page
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Note added later: This is the Chronic Pain Acceptance Questionnaire (CPAQ) 
Part B
Directions:
Below you will find a list of statements. Please rate the truth of each statement as it applies to you. Use 
the following rating scale to make your choices. Please insert the number from the scale which is true for 
you in the box next to the statement. For instance, if you believe a statement is “always true ' you would 
write the number “6" in the box next to the statement.
0 1 2 3 4 5 6
never true very rarely true seldom true sometimes true often true almost always true always true
Please insert the appropriate num ber in the box using above scale 0,1,2,3,4,5 or 6
1 I am getting on with the business of living no matter what my level of pain is
2 My life is going well, even though I have chronic pain
3 It's OK to experience pain
4 l would gladly sacrifice important things in my life to control this pain better
5 It s not necessary for me to control my pain in order to handle my life well
6 Although things have changed, I am living a normal life despite my chronic pain
7 I need to concentrate on getting rid of my pain
8 There are many activities I do when I feel pain
9 I lead a full life even though I have chronic pain
10 Controlling pain is less important than other goals in my life
11 My thoughts and feelings about pain must change before I can take important steps in 
my life
12 Despite the pain, I am now sticking to a certain course in my life
13 Keeping my pain level under control takes first priority whenever I am doing something
14 Before I can make any serious plans, I have to get some control over my pain
15 When my pain increases, I can still take care of my responsibilities
16 | will have better control over my life if I can control my negative thoughts about my pain
17 | avoid putting myself in situations where my pain might increase
18 My worries and fears about what pain will do to me are true
19 it's a relief to realise that I don't have to change my pain to get on with my life
20 | have to struggle to do things when I have pain
D
□D
DD□
D
□
DD
□□
D
D
D
D
D□
□
□
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Note added later: This is the Pain Catastrophising Scale (PCS)
P a r te
Directions:
Everyone experiences painful situations at some point in their lives. Such experiences may include 
headaches, tooth pain, joint or muscle pain. People are often exposed to situations that may cause pain 
such as  illness, injury, dental procedures or surgery. We are interested in the types of thoughts and 
feelings you have when you are in pain. Listed below are thirteen statements describing different 
thoughts and feelings that may be associated with pain.
Using the number scale (0 -  4) given below, please indicate the degree to which you have these 
thoughts and feelings when you are experiencing pain. Please do this for each of the thirteen 
statements by putting the number which is true for you in the box next to the statement.
0 -  not at all 1 -  to a slight degree 2 - to a moderate degree 3- to a great degree 4-all the time
W h en /I 'm / CrupûUru....
Please insert ihe appropnate number in th^PoFusïng^bove scale
ï  Ï worry all the time about whether the pain willend------------------ j----- j
|2  ï feilTcin’t go ori      ’.... |---- 1
3 it’s terrible and Ï think it’s never going to get any better | j
R  IPs lawful and i le ê i lh a t l fô v irw h ë irn r^  — — -  —
5 I feel I can’t stand it anymore
□
□
6 I become afraid that the pain will get worse
7 | keep thinking of other painful events
8 - l  anxjousTy want the pain to go away
9 7 can’t seem to keep it out of my mind
io ' i'keep thinking about how inuch it hurts
nna
a
f? I keep thinking about how badly I want the pain to stop
73 | wonder whether something serious may happen
an□n
1,2,3,4
Please indicate the extent of your pain right now by marking on the line below at an appropriate point: 
. No pain ..........................— ..................... .................... ■■ Worst possible pain
Please turn over to Section 3 on next page
- 2 2 7 -
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Note added later: These are the Picture Specific Pain-Related Imagery Items 
S ec tio n  3: W hat D oes Y our Pain  Look Like to  Y ou?
Inform ation  to  read : People picture their pain in different w ays. In this study, w e are  interested in the 
m ental im ages, pictures or im pressions that go through peop les’ minds w hen they think about their pain. 
T h ese  im ages might include things you can imagine seeing, hearing, or feeling. It may be a fleeting 
picture, or be p resen t for longer periods of time. You might find th e se  im ages relate to the past, present 
or future and they might be p leasan t o r unpleasant. People might have an im age of their pain being a 
particular shape , object, colour or form.
D irections: P lease  close your eyes and think about what your pain looks like to you. Bring to mind an 
im age of your pain making it a s  vivid a s  possible. W hen you feel ready, using a pen or pencil, draw  a 
picture in the box on the following page of w hatever com es to mind when you think of your pain. A 
simple sketch is fine, we are  not in terested in your drawing ability. There is no right or wrong way of 
doing this. Som e people do not picture their pain, and this is normal. P lease  just draw  anything! If you 
really feel you can ’t do this p lease  move onto section 4 on page 9 of the questionnaire._ _ _ _ _ _ _ _ _ _ _
Please draw your pain image in this box:
- 2 2 8 -
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Please add any comments if you feel it might help us to understand what your drawing m eans to you:
P lea se  now answ e r th e q u es tio n s  below  abou t th is  m ental im age o r picture you have draw n of 
^ ü F p a ln :  If you felt unable to draw or visualise a picture, please proceed to Section 4 on page 9.
1 ) How vivid (how strong and clear) for you is this picture of your pain? Please tick o n e  of the 
options below:
D  Perfectly clear and as vivid as normal vision
□  Clear and reasonably vivid
□  Moderately clear and vivid 
r~| Vague and dim
I—I No picture at all, you only “know” that you are thinking of an object
2) How did you find drawing your pain? Please circle the appropriate number on the scale below:
1 2 3 4 5
Very ea sy  Very difficult
Please turn over to question 3 on the next page
Research Dossier: Major Research Project
3) Below is a list of feelings some people might have when they have images of their pain. Please 
tell us to  what extent the p ic tu re you have drawn o f you r pain gives you each of these feelings. 
Please do this by circling which description is true for you for each of the feelings below:
Feeling Descriptions to choose from: (please circle)
a anxious not at all a little moderately very extremely
b on edge not at all a little moderately very extremely
c happy not at all a little moderately very extremely
d surprised not at all a little moderately very extremely
e cheerfu l not at all a little moderately very extremely
f tense not at all a little moderately very extremely
9 g u ilty not at all a little moderately very extremely
h ashamed not at all a little moderately very extremely
i fea rfu l not at all a little moderately very extremely
j disgusted not at all a little moderately very extremely
k scared not at all a little moderately very extremely
1 hopeful not at all a little moderately very extremely
m live ly not at all a little moderately very extremely
n alert not at all a little moderately very extremely
0 p o s itive not at all a little moderately very extremely
P sense that something terrible is 
going to happen
not at all a little moderately very extremely
9 energetic not at all a little moderately very extremely
r inspired not at all a little moderately very extremely
Please con tinue to  section  4 on the next pacte
- 2 3 0 -
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Note added later: This is the Spontaneous Use of Imagery Scale (SUIS)
S ection  4: U sing Imagery in Mv Everyday Life
Directions:
Please read each of the following descriptions below and indicate the degree to which each is 
appropriate for you. Do not spend a lot of time thinking about each one, but respond based on your 
thoughts about how you do or do not perform each activity.
If a description is always completely appropriate, please write "5" on the blank line next to the item; if it 
is never appropriate, write "1"; if it is appropriate about half of the time, write "3"; and use the other 
numbers accordingly. The scale to use is therefore:
1 2 3 4 5
(never (appropriate about (alw ays com pletely
appropriate)________________________ half th e  time)_________________________ appropriate)________
a. When going to a new place, I prefer directions that include detailed descriptions of 
landmarks (such as the size, shape and color of a petrol station) in addition to their 
names.
b. If I catch a glance of a car that is partially hidden behind bushes, I automatically 
"complete it," seeing the entire car in my mind.
c. If I am looking for new furniture in a store, I always picture what the furniture would look 
like in particular places in my home.
d. I prefer to read books that lead me easily to picture where the characters are and what 
they are doing instead of books that are difficult to create pictures in my mind from.
e. When I think about visiting a relative, I almost always have a clear picture of him or her 
in my mind.
f. When relatively easy technical material is described clearly in a text, I find illustrations 
distracting because they interfere with my ability to picture the material.
g. If someone were to tell me two-digit numbers to add (e.g. 24 and 31), I would picture 
them in order to add them.
h. Before I get dressed to go out, I first picture what I will look like if I wear different 
combinations of clothes.
i. When I think about shopping I must do, I visualize the shops I will visit.
j. When I first hear a friend's voice, a visual image or picture of him or her almost always 
springs to mind.
k. When I hear a radio announcer or DJ I've never actually seen, I usually find myself 
picturing what they might look like.
I. If I saw a car accident, I would picture what had happened when later trying to recall the 
details.
Please turn over to the final section on the next page
- 2 3 1 -
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Note added later: These are the General Pain-Related Imagery Items 
Section 5: Experiencing Pain-related Imagery in Mv Everyday Life
Now finally, please answer the following questions about whether you experience images or pictures 
associated with your pain in your everyday life. It is important to try and answer each question below, 
even if you feel you have answered them in a previous section.
Directions:
1 ) In general (this might be occasional or frequent for you), do you experience images or pictures that 
come into your mind when you are thinking about or experiencing pain? Please tick the yes or no 
box below:
l~l Yes □  No (please read below)
If you have indicated no: Som e people do not experience actual pictures in their 
minds, but have more o f a felt impression or som ething which is not visual but 
more like a sm ell or physical sensation. Is this som ething you experience?
□  Yes (please go to question 2) □  No (if no, please proceed to question
10 on page 12 of questionnaire).
2) Approximately how often does this picture/impression/sensation of pain pop into your mind? 
Please tick one option below:
D  Never D  Occasionally □  Once a month □  Once a week □  Most days
3) Approximately how long do these pictures/impressions/sensations of pain last? Please tick one 
option below:
F I  Just □  One minute Q  Several □  1 hour □  Several hours
seconds minutes
4) How vivid (how strong and clear) for you is this picture/impression/sensation of your pain? Please 
tick one of the options below:
D  Perfectly clear and as vivid as normal vision
I | Clear and reasonably vivid
f~l Moderately clear and vivid
□  Vague and dim
□  No picture at all, you only “know” that you are thinking of an object
- 2 3 2 -
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5) How much does this picture/sensation/impression of pain interfere with your daily life?
Please circle one option below which you feel is relevant to you:
1 2 3 4 5
(Not at all) (A little) (Moderately) (Very) (Extremely)
6) How able are you to control what happens in this picture/impression/sensation of pain?
Please circle one option below which you feel is relevant to you:
1 2 3 4 5
(Not at all) (A little) (Moderately) (Very) (Extremely)
7) Below is a list of feelings some people might have when their pictures/impressions/sensations of pain 
come into their mind. Please tell us about how you have felt in the past when the pictures of 
your pain have come to mind. This might include one main feeling, or might include many different 
feelings. Please circle which description is true for you for each of the feelings below:
Feeling D escriptions to ch oose  from: (please circle)
a anxious not at all a little moderately very extremely
b on edge not at all a little moderately very extremely
c happy not at all a little moderately very extremely
d surprised not at all a little moderately very extremely
e cheerful not at all a little moderately very extremely
f tense not at all a little moderately very extremely
9 guilty not at all a little moderately very extremely
h asham ed not at all a little moderately very extremely
i fearful not at all a little moderately very extremely
j d isg u sted not at all a little moderately very extremely
k scared not at all a little moderately very extremely
1 hopeful not at all a little moderately very extremely
m lively not at all a little moderately very extremely
n alert not at all a little moderately very extremely
0 positive not at all a little moderately very extremely
P se n se  that som ething terrible is 
going to happen
not at all a little moderately very extremely
9 energetic not at all a little moderately very extremely
r inspired not at all a little moderately very extremely
Please turn over to the final paqe of questionnaire
-2 3 3  -
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8) Do you try to avoid these pictures/impressions/sensations of pain that pop into your mind? (For 
example by distracting yourself by doing other things or pushing it out o f your mind).
Please circle one option below:
1 2 3 4 5
(Never) (Rarely) (Sometimes) (Often) (Always)
9) Overall, how helpful do you find the pictures/impressions/sensations of pain that pop into your 
mind7 Please circle one option below:
1 2 3 4 5
(Not at all) (A little) (Moderately) (Very) (Extremely)
10) It would help us to know, did you manage to complete this questionnaire in the order it appears in 
the booklet?
□  Yes □  No □  Not sure
Thank you for your time in completing this questionnaire, it is much appreciated. 
Please now hand your questionnaire back to the pain management clinic or 
post it back to us in the freepost envelope provided.
If you would like us to inform you about the overall findings from this study, please contact the 
lead researcher (Jo Sippitt) or Dr using the contact details provided on the participant 
information sheet.
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Appendix H: Imagery emotion constructs developedfor the study
Overall construct Individual items rated within each construct
Anxious
Anxiety On edge
Tense
Cheerful
Positive outlook Happy
Positive
Lively
Energy Alert
Energetic
Fearful
Scared
Fear
Sense that something terrible is going to
happen
Guilty
Guilt Ashamed
Disgusted
Surprised
Hope Hopeful
Inspired
- 2 3 5 -
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Appendix I: Scale reliability as found in the study sample
Table showing internal consistency of pain experience measures and study specific PRI items 
in the study sample (using Cronbach’s alphas and Pearson correlation)
Measure Subscale (if applicable) Cronbach’s a (or person’s r)
Pain experience
Cognitive________   0.84
Pain -relatedfear (PASS) Escape 0.80
Fear 0.83
Physiological anxiety 0.84
Pain acceptance (CPAQ) Activities engagement 0.87
Pain willingness 0.78
Rumination 0.90
Pain catastrophising (PCS) Magnification____________0-74
Helplessness _______ 0.88
Picture specific pain-related imagery items
Associated emotions
Anxious 0.91
Positive outlook 0.89
Energised 0.63
Fear 0.90
Guilt 0.82
Hope 0.74
General pain-related imagery items
Anxious 0.90
Positive outlook 0.86
Associated emotions Energised 0.80
Fear 0.90
Guilt 0.84
Hope 0.60
Impact 0.60
Intensity r = 0.50** (p = 0.0001)
Non pain-related imagery
Spontaneous use o f imagery (SUIS) 0.82
- 2 3 6 -
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Appendix J: Classification criteria developed to code pain diagnoses
; Code Classification Description of classification
A Unclear description given
Participants did not give a clear diagnosis 
e.g. just stating they had received an XRAY, 
MRI or giving names of clinicians or the 
written diagnosis they provided was illegible
B Degenerative changes
This includes osteoarthritis, wear and tear, 
damage to discs, degenerative disc disease, 
osteoporosis, spinal conditions (curvature of 
the spine, scoliosis, spondylosis, 
scheurmann's disease but not spinal pain 
following surgery)
C
Fibromyalgia/Chronic Fatigue 
Syndrome/Multisite pain
Chronic wide spread pain and conditions 
such as fibromyalgia, chronic fatigue 
syndrome, irritable bowel syndrome
D
Rheumatoid arthritis and other 
inflammatory disorders Includes psoriatic arthritis
E Onset following trauma/accident Includes whiplash
F Neuropathic pain
Includes nerve damage and neurological 
conditions. Includes complex regional pain 
syndrome (CRPS), sciatica, nerve damage 
following operations
G Spinal surgery Diagnosis indicating spinal surgery as cause 
of current chronic pain
H Other
Includes endometriosis, MS, pubis 
dysfunction, talipes, scar tissue, fractures, 
antiphospholipid syndrome, tendon repair, 
abscess on pelvis, mastectomy scar, lymph 
node removal, hip joint out of place, 
diabetes, pulmonary oedema, bursitis, heart 
failure
Multiple coding: Code each diagnosis participant gives separately and categorise into:
1 diagnosis / 2 diagnoses / 3 or more diagnoses > 3.
Inclusion criteria: Only code the chronic pain diagnosis if sufficient information is 
provided by the participant. If the diagnosis is unclear or participant has indicated a 
diagnosis but left the comment section blank, code as A.
Other notes: If participant indicates diagnosis as arthritis and does not specify this to be 
Rheumatoid then code as category B.
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Appendix K: Critical visual analysis: Questions to guide picture analysis
Critical Visual Methodology Framework (adapted for use with drawings)
Site at which the meaning Questions to pose in guiding analysis:
is made:
• What technologies does its production depend on? (e.g.,
Production o f the image what materials were used to produce the image?)
(how an image is made)
Content:
• What is being shown?
• What do the different components of the image signify?
• What is being represented?
• What is the perspective taken in the image? (e.g., does the
person take a first person or observer perspective?)*
• Is the image literal or metaphorical?*
Colour and light:
• What use is made of colour? What colours are used? Is
there use of light and dark, contrast or texture?
The image itself • What is the significance to the drawing of the
(what it looks like, what is colours/shading used?
being shown)
Organisation:
• What are the components of the image? How are they
arranged?
• Is it one of a series?
• Where is the viewer’s eye drawn to in the image and
why?
Expressive content:
• What is the “feel” of the image
• Does the image’s particular look at its subject
disempower its subject?
• If the image is one of a series, how do preceding and
Audiencing subsequent images affect its meaning?
(how is it seen) • Does the drawer use written text to annotate the drawing
and guide interpretation?
* Questions added by the researcher. These were informed by existing imagery literature and were 
believed to be relevant for the current analysis.
- 2 3 8 -
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Appendix L: Participant flow through the study
200* questionnaires 
distributed across 3 NHS 
pain services
Total sample
RR:
90/200 returned (45%) 
Condition:
Control n = 50 
Intervention n = 40
Site 2:
RR:
26/79 returned (33%) 
Condition:
Control n = 11 
Intervention n = 15
Site 1:
RR:
48/90 returned (53%) 
Condition:
Control n = 27 
Intervention n = 21
Site 3:
RR:
16/31 returned (52%) 
Condition:
Control n = 12 
Intervention n = 4
RR = Response Rate
* This number is approximate due to some data not being recorded at site 3. Therefore, site 3's RR 
may be an overestimation
- 2 3 9 -
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